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ABSTRACT
The WHO Regional Office for Europe conducted an evaluation of the Norwegian Action Plan on Nutrition (2007–2011) 
in 2012. The evaluation was commissioned by the Directorate of Health of the Norwegian Ministry of Health and Care 
Services under the terms of the framework agreement between the Regional Office and the Directorate of Health. 
The overall aim of the assignment was to provide an independent evaluation of the Action Plan on Nutrition and an 
assessment of the possible options for the future in terms of policy recommendations.
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11. Introduction
1.1 Why this evaluation and why now?
This report presents the findings of an evaluation of the Norwegian Action Plan on Nutrition 2007–2011. Recipe for a 
healthier diet (1) and recommendations for the future.
The evaluation was commissioned by the Directorate of Health of the Norwegian Ministry of Health and Care Services 
under the terms of the framework agreement between the WHO Regional Office for Europe and the Directorate of Health, 
and was carried out by the Nutrition, Physical Activity and Obesity Programme of the Regional Office. The overall aim 
of the assignment was to provide an independent evaluation of the Action Plan on Nutrition and an assessment of the 
possible options for the future in terms of policy recommendations. More specifically, the objectives of the evaluation 
were detailed in the terms of reference and mainly focused on:
•	 an	analysis	of	the	results	of	the	policy	and	a	comparison	with	its	objectives;
•	 an	assessment	of	the	efficiency	of	the	policy	in	meeting	these	objectives;
•	 consideration	of	whether	changes	are	needed	to	the	policy	and	suggestions	for	possible	improvements	to	the	scope,	
structure	and	working	practices,	with	due	consideration	of		different	policy	options;	and
•	 recommendations	for	the	design	of	future	policy.
This report details the work undertaken and the answers to the points set out in the terms of reference. The analysis is 
based on the stakeholder consultation process that took place in an intensive evaluation workshop in Norway in April 
2012, including interviews with stakeholders and policy-makers and a review of the existing documents and data.
The evaluation was planned as a two-stage process: quantitative and qualitative. The first stage was to gather relevant 
and available documentation and data related to the objectives specified in the Action Plan (a quantitative internal 
evaluation was carried out by the Directorate of Health).
The second stage was a qualitative evaluation, whereby the Regional Office supported the Directorate of Health in 
setting up a group of national and international experts to conduct an intensive workshop in Oslo from 16 to 20 April 
2012, with the aims of interviewing key informants (policy-makers and stakeholders), analysing the available data and 
discussing suggestions and inputs for the future. The members of the evaluation panel are listed in Annex 1 and the key 
informants in Annex 2. This report, which has been written by the Regional Office together with the external expert group, 
is an output of the consultation process and provides a summary evaluation for the Directorate of Health.
1.2 Nutrition and public health policy in Norway
The Action Plan on Nutrition 2007–2011. Recipe for a healthier diet (1) set out the government’s measures to promote 
health and prevent disease through a healthier diet. The emphasis of the Plan was on helping to make it easier for 
individuals to make healthy choices, to facilitate good meals in kindergartens, schools and among the elderly, and to 
increase knowledge about food, diet and nutrition. The aim of the Plan was to improve public health through a healthy 
diet, with two main goals:
•	 to	change	the	diet	in	line	with	the	recommendations	of	the	health	authorities,	and
•	 to	reduce	social	inequalities	in	diet.
These two goals were translated into five main strategies:
•	 to	improve	the	availability	of	healthy	food	products
•	 to	increase	consumers’	knowledge
•	 to	improve	the	qualifications	of	key	personnel
•	 to	develop	a	local	basis	of	nutrition-related	work,	and
•	 to	strengthen	the	focus	on	nutrition	in	the	health	care	services.
The evaluation focused on the overall goals and measures proposed and taken forward with the Action Plan.
21.3 Terms of reference
The review panel agreed on the following terms of reference:
•	 to	 review	progress	 in	 the	 implementation	of	 the	Action	Plan	and	 to	consider	whether	 implementation	 locally	and	
nationally	had	been	appropriate	and	effective	in	addressing	the	Plan’s	action	points;
•	 to	 review	 the	 impacts	 and	 outcomes	 of	 the	 implementation	 of	 the	 Plan,	 the	 extent	 to	 which	 the	 activities	
identified had been fulfilled and the targets achieved, and whether the changes identified were attributable to 
the	Plan;
•	 to	 identify	 future	challenges,	and	 to	 recommend	strategic	areas	of	action	 required	 to	strengthen	 the	policy	goals	
of improving the national diet and counteracting obesity and noncommunicable diseases by means of reducing 
inequalities related to access to and choice of food and diet, as well as access to care in the field of nutrition-related 
diseases.
1.4 Process and conduct of the review
At the start of the evaluation process, in April 2012, the Regional Office organized a consultative workshop involving 
international and national experts who selectively interviewed people responsible for implementing policy and other 
relevant staff. Their approach was based on the methodology used for the evaluation of Australia’s National Mental 
Health Strategy (2), the methodology used for the Scottish Diet Action Plan review (1996–2005) (3) and other relevant 
country experiences in which the Regional Office was directly involved.
The review process aimed to detail what was proposed by the Action Plan and what had been achieved in terms of 
implementation, drawing from two main sources of evidence.
First, the Norwegian national dietary survey (4) (the Directorate of Health’s monitoring and surveillance system) provided 
the baseline for the quantitative review. In addition, an internal governmental monitoring process had been set up 
consisting of intersectoral meetings several times a year to follow up the implementation of the Action Plan through 
assessment of all 73 measures proposed in the Plan. This work was summarized in a matrix which was made available 
for the expert panel in preparation for the workshop (Annex 3).
Second, the workshop in Oslo involved a series of interviews conducted by the external expert group (working 
largely in pairs or threes) with policy-makers and stakeholders who had had responsibility for, or been involved in, 
the implementation of different initiatives on the ground or had worked in relevant areas. These informants were 
identified and invited by the Directorate of Health. Some interviews were in English, some were in Norwegian, some 
in a mixture of both languages with informal translation. Most were conducted face to face or by telephone. Most 
were recorded for back-up purposes.
2. Nutrition in Norway: analysis of the situation 
2.1 Nutrition policy
2.1.1 Overview of the Action Plan on Nutrition 2007–2011
The Action Plan on Nutrition served as a policy framework for decision-makers, professionals, experts and others in the 
public and private sectors who play a role in the population’s diet. For good dietary habits to be achieved, many sectors 
need to work together. For this reason, 12 ministries collaborated in developing the Action Plan and taking forward 
intersectoral action during its implementation. The Plan contained 73 specific measures to promote health and prevent 
illness by changing eating habits in line with the nutrition recommendations of the health authorities. Reducing social 
inequalities in diet was one of the two overall goals. The measures emphasized contributions that made it easier for 
individuals to make healthier choices, to facilitate the provision of healthy meals in kindergartens, schools and among the 
elderly, and to increase people’s knowledge about food, diet and nutrition. The Action Plan, which ended in 2011, was a 
follow-up to the White Paper No. 16 (2002–2003). Recipe for a healthier Norway (5). It was also underpinned by WHO’s 
Global Strategy on Diet, Physical Activity and Health (2004) (6), the European Charter on Counteracting Obesity (7) and 
the WHO European Action Plan for Food and Nutrition Policy 2007–2012 (8).
3The Action Plan on Nutrition must also be viewed in connection with the Nordic Plan of Action for Better Health and 
Quality of Life through Diet and Physical Activity (9), adopted in July 2006, and the Action Plan on Physical Activity 
(2005–2009). Working together for physical activity (10). The launch of the Action Plan on Nutrition was followed by 
publication of the White paper No. 20 (2006–2007). National strategy to reduce social inequalities in health (11). There 
was a parallel working process between the Action Plan and the strategy to reduce social inequalities in health.
Section 2.1.2 below describes the historical perspective since 1963, as the Action Plan was built on several earlier 
political documents.
2.1.2 Overview of nutrition policy since 1975
In the 1970s, Norway moved substantially to promote world food security. It expanded its emergency grain reserve and in 
1975 joined the World Food Programme, increasing its commitment by 300% within five years. It also increased its official 
development assistance from 0.65% of gross national product in 1975 to 1.0% in 1985 (compared with the Netherlands 
and Sweden at about 0.88% and the United States at 0.22% in 1983).The food supply and nutrition policy objectives set 
in 1975 were changed slightly in 1993 (12). The goals of the Ministry of Agriculture remained self-sufficiency with respect 
to certain foods and, with due regard to the environment, the maintenance and promotion of agricultural development in 
outlying rural areas. Nutrition is not explicitly mentioned in reports on agriculture at ministerial level, although it was the 
Ministry of Agriculture that presented the first nutrition policy white paper in 1975 (13) which encouraged healthy dietary 
habits and proposed a nutrition and food policy in line with the recommendations of the World Food Conference (14). 
Parliament endorsed two new white papers in 1993, one on the new agricultural policy and the other on health policy. 
The latter emphasized disease prevention and health promotion, and had a separate section on nutrition policy objectives 
and instruments for action (15). The most important measures to influence the core diet in the last 50 years have included 
improvements in the content of fatty acids in margarine (1960–1980), reduction of the content of trans-fatty acids to a low 
level (1995–2005), maintenance of a high degree of grinding of sifted wheat flour (1960s), improvements in the baking 
quality of whole wheat (1980s), blending of overseas wheat with a high content of selenium into flour, introduction of 
low-fat milk (1984) and consultations with the food industry on the level of salt in food products (1980s).
Beyond the food available nationally and the kinds of food that consumers buy, national dietary patterns must be assessed 
by what people actually eat. Such information was sparse in Norway until the mid-1980s. In that decade, the health-related 
components of the nutrition policy were implemented most extensively through information and education, to a far more 
limited extent in its economic, community service and regulatory aspects, and least of all in the field of integration with 
relevant government processes. Other ambitions at the time were to influence the composition of core foods and use of fiscal 
measures, as well as to have dialogues with the food industry and the food service sector. A specific research programme 
was established where one of the purposes was to stimulate research on nutrition-related issues within a broader range of 
academic disciplines such as anthropology, sociology and economics. By all accounts, the pace of implementation was too 
slow to meet some of the prognoses for 1990 set in the white paper on nutrition from 1975–1976 (13). 
In the 1990s, nutrition policy was administered intersectorally by linking it with policies that touched on health, agriculture, 
fisheries, consumer affairs, education and research. The government stressed the need for cooperation between these 
sectors in order to achieve the goals and objectives of the food and nutrition policy. Three organizations had a role 
in	 coordinating	 nutrition	 policy:	 (i)	 the	 Interministerial	 Council,	which	 only	 existed	 for	 a	 few	 years;	 (ii)	 the	Nutrition	
Council, which together with the Interministerial Council came administratively under the then Ministry of Health and 
Social	Affairs;	and	(iii)	the	Norwegian	Food	Authority.	The	last-named	merged	in	2004	with	other	institutions	and	is	now	
called the Norwegian Food Safety Authority, with the task of enforcing food legislation emanating from the Ministry of 
Agriculture and Food, the Ministry of Fisheries and Coastal Affairs and the Ministry of Health and Social Affairs. The 
Authority coordinates all official control of foodstuffs, provides expertise and advice to municipal food control authorities, 
and gives information and advice to other relevant groups such as consumers and the food industry (12). 
2.1.3 Overview of the Norwegian diet and diet-related problems
The Action Plan contained defined general goals (Table 1) and quantitative goals (Tables 2 and 3) for dietary changes. 
Dietary trends before and during the period of the Plan are described with the latest available statistics and compared 
with targets. Food balance sheets go up to 2010, but for several of the other statistics the most recent data are from 2008 
or 2009. Thus it has not been possible to describe the trends for the entire period of the Plan. In essence, trends before 
and after 2005 are compared.
4Table 1. General goals for the development of the Norwegian diet 2007–2011
and trends in food supply 2000, 2005 and 2010
 Dietary factor Goal 2000 2005 2010 Evaluation
Fat, E% 25–35 34 35 37 Negative trend 
Saturated fat, E% Approximately 10 15 15 16 Negative trend 
Trans fat, E% <1   <1 Goal reached
Polyunsaturated fat, E% 5–10 6 6 6 Within the target
Protein, E% 10–20 13 15 15 Within the target
Carbohydrates, E% 50–60 52 50 47 Below recommended level
Sugar, E% < 10 17 15 13 Beneficial, target not reached
Dietary fibre, g/day Approximately 30 24 24 27 Beneficial, target not reached
Vegetables, kg/year Promote 59 62.6 72.6 Significant increase in 20 years
Fruit and berries, kg/year Promote 69.3 82.4 88 Significant increase in 10 years
Potatoes, fresh, kg/year Promote 33 26.6 25.7 Significant decrease in 50 years
Potato products, kg/year Decrease 27.3 33.5 31.4 Significant increase in 50 years
Whole grain cereals Promote    No data
Fish and sea food, kg/year Promote 35 35.5 35.9 Little change in the last 10 years
Fatty meat products Decrease    Meat contributed the same amount  
      of fat in 2005 and 2010
Meat, kg/year  63.9 71.3 73.8 Significant increase
Fatty dairy products Decrease    Dairy products accounted for less 
      fat in 2010
Whole milk, kg/year  30.3 31.2 19.7 Shift from fat to lean milk
Cheese, kg/year  14.5 17.0 17.9 Consumption of fatty cheese increased
Cream, kg/year  6.8 7.3 7.3 Small changes 
Butter, kg/year Decrease 3.3 3.0 3.0 Small changes 
Margarine, kg/year Decrease 11.1 9.3 8.6 Decreased
Shift to soft margarine      Proportion of edible oils and light 
and edible oils     margarine increased
Salt Decrease    No data
Sugar, kg/year Decrease 43.4 35.5 31 Significant decrease
Soft drinks with sugar,  Decrease 90 60a 63 Decreased over time, but increased 
litre/year     since 2007
Sweets, kg/year Decrease 12.7 13.2 14.3 Increase over 50 years
Good meal habits Promote    Unclear due to lack of data
Note. Evaluation based on food supply statistics and household consumption surveys.
a 2007, data missing for 2005–2006.
In the period 2005–2010, food supply statistics showed that the intake of dietary fat and saturated fat increased after 
having been relatively unchanged over the previous decade (Table 1).
The percentage of the population with an intake of saturated fatty acids above 10% of the total energy intake is now 
significantly high. Dietary content of saturated fat is now significantly higher than recommended. Dietary intake of 
protein, trans-fatty acids and polyunsaturated fatty acids has remained within the recommended limits during this period.
The importance of added sugars in the diet decreased after 2000 but is still greater than recommended. The average 
amount of fibre in the diet has increased but is still below the recommendations.
The consumption of vegetables, fruits and berries has increased over time and continued to increase in 2005–2010. 
During the period 2005–2009, the proportion of the population with an estimated daily intake of vegetables increased to 
about 20% and the proportion of people who eat fruit and berries daily increased to more than 20% (Table 2).
5Table 2. Quantitative goals for the development of the diet 2007–2011 and evaluation of trends
 Goal 2001 2005 2009 Evaluationa 
  (%) (%) (%) 
20% change in the proportion of the population that eat or drink:
vegetables daily,% Promote 39b 36 42 Increased to 17% 2005–2009
fruit and berries daily,% Promote 43b 40 50 Increased to 25% 2005–2009
fish for dinner 3 times/week,% Promote 23 22 22 Unchanged
fish spread (mackerel in  
tomato sauce) >once a week,% Promote 17 20 26 Increased to 30% 2005–2009
tap water daily,%  Promote 73 83 87 Increased
Children and young people who eat or drink:
sweets daily (aged 15 years),% Decrease 19 13 9 Decreased to 31% 2005–2009
soft drinks and/or sugar-sweetened  
squash daily (aged 15 years),% Decrease 27 18 15 Decreased to 17% 2005–2009
breakfast daily at home (aged  
15–24 years),% Promote 56 55 58 Small change
sugar intake above 10 E% Decrease    Decreased for 2-year-olds from  
     11.7 E% to 6.7 E%
saturated fat intake above 10 E% Decrease    Decreased for 2-year-olds from  
     14.2 E% to 13 E%
a Evaluation based on data from Norkost 3 (4) and Currie C et al. (16).
b 2003, data missing for 2001.
Table 3. Breastfeeding goals 2007–2011 and trends
Breastfeeding among infants Goal 1998–1999 2006–2007 Evaluationa
 (%) (%) (%)
Exclusively breastfed at 4 months 44–70 44 46 Goal not reached 
Exclusively breastfed at 6 months 7–20 7 9 Goal not reached 
Breastfed at 12 months 36–50 36 46 Goal almost reached 
a Evaluation based on data from Spedkost – 6 måneder (17).
The consumption of fresh potatoes fell and the consumption of processed potatoes rose significantly in the period 1970–2000 
and there has been little change since. Grain consumption increased in the same period but has since fallen somewhat. 
It is uncertain whether the proportion of whole grain cereals has risen. Fish consumption has changed little over the 
past decade. The proportion of the population who said they ate fish for dinner three times a week changed little in 
2001–2009, while the proportion who ate fish spreads (mackerel in tomato sauce) at least once a week increased by 
30% in 2005–2009. The consumption of meat increased for a long time up to 2007, but fell slightly in both 2009 and 
2010. Consumption of red meat was about the same level in 2010 as in 2005, while consumption of white meat increased 
significantly in the period 2005–2009. It is still uncertain whether the rising trend in meat consumption over a long time 
has stopped.
There has long been a shift from fat to lean types of milk, which continued in the period 2005–2010. Consumption of 
cream	changed	little	during	this	period;	cheese	consumption,	on	the	other	hand,	has	been	increasing	for	a	long	time	and	
continued to do so in this period.
The consumption of margarine, which had been falling for a long time, continued to decrease in the period 2005–2010, 
while butter consumption remained at about the same level. Sales of edible oils have increased over the last decade.
6The total consumption of sugar has decreased significantly over the last decade. Sales of chocolate and sweets, which 
increased significantly in the period 1970–2008, fell slightly in 2009 and 2010. Sales of soft drinks with added sugar 
decreased significantly in the period 1997–2004 and then increased slightly again in the period 2007–2010.
The Action Plan defined some dietary goals for children and young people (Table 2). Two cross-sectional studies were 
conducted,	one	in	2001	and	one	in	2008,	with	the	aim	of	analysing	changes	in:	children’s	meal	patterns;	associations	
between	meal	pattern	and	gender,	parental	educational	level	and	number	of	parents	in	the	household;	and	association	
between intake of unhealthy snacks, meal pattern and the mentioned variables (18). The studies showed that there were 
no significant changes in children’s meal patterns from 2001 to 2008: in both years more than 90% of the participants 
reported that they had eaten breakfast the previous day, while approximately 95% had eaten lunch, 94% had eaten 
dinner, 82% had eaten supper and about 70% had eaten all four meals. The results also showed, however, that in spite of 
children having a stable meal pattern between 2000 and 2008, some did skip meals. The characteristics associated with 
skipping meals were living in a one-parent family, having parents with low education and being a boy (18). Simultaneously, 
in 2008 children reported a less frequent intake of fruit juice, lemonade and regular soft drinks, and a more frequent 
intake of diet soft drinks, than in 2001.
The proportion of young people who said they drank soft drinks or ate sweets daily decreased significantly in the period 
2001–2009 among both 15-year-olds and those aged 15–24 years. Dietary surveys show that the proportion of one-year-
old children given sweet drinks fell from 64% to 20% between 1998 and 2006. The total intake of added sugars decreased 
from 10% to 4% of dietary energy among one-year-old children and from 12% to 7% of dietary energy among two-year-
olds. During the same period the dietary content of saturated fat decreased among two-year-olds. There are no more 
recent surveys that might shed light on the dietary content of sugar and saturated fat among children and adolescents.
The Action Plan defined a separate objective to increase the proportion of adolescents who eat breakfast daily. Among 
schoolchildren aged 15 years, the proportion eating breakfast five days a week changed little among girls and decreased 
slightly among boys between 2001 and 2009. In the group aged 15–24 years, the proportion who said they ate breakfast 
at home daily or ate breakfast at school changed little in the same period. The proportion that only took drinks for 
breakfast or had failed to eat breakfast at least twice during the previous seven days decreased from 2003 to 2009. The 
proportion of infants who were exclusively breastfed at four and six months increased slightly from 1998 to 2006 but was 
far from the target for 2011 set in the Action Plan (Table 3). The proportion of infants breastfed at 12 months increased 
significantly from 1998 to 2006 and was close to the target in the Action Plan. There are no recent national data available 
on the proportion of infants who are breastfed.
A regional study using a relatively old dataset from participants in the adolescent part (Young-HUNT) of the Nord-Trøndelag 
Health Study during the period 1995–1997, numbering 8817 girls and boys aged 13–19 years (89% of all students in junior 
high schools and high schools in one county), found that higher levels of parental education, in particular the mother’s 
education, was associated with healthier dietary habits among adolescents (19).
During the period 2010–2011, an assessment was made of the diet of 862 men and 925 women aged 18–70 years. The 
method used was two randomly distributed 24-hour recalls and a food propensity questionnaire. This study, Norkost 3, 
was conducted by the Department of Nutrition, University of Oslo, in collaboration with the Directorate of Health and the 
Food Safety Authority (4).
The results showed a mean energy intake of 10.9 MJ per day for men and 8.0 MJ per day for women. The energy intake 
decreased with increasing age for both men and women. On average, protein, fat and carbohydrates contributed 18%, 34% 
and 43–44%, respectively, of the energy intake for both genders. Added sugar contributed 7% and both fibre and alcohol 
approximately 2% of the energy intake in both groups. The energy percentages consumed from saturated fat, monounsaturated 
fat and polyunsaturated fat were 13%, 12% and 6%, respectively, for both men and women. The energy percentage consumed 
from protein, fat, monounsaturated fat, polyunsaturated fat and trans fat were in accordance with the Norwegian nutrition 
recommendations. The dietary content of added sugar decreased substantially, but is still higher than recommended.
The energy percentage consumed from saturated fat was, however, above the recommended level, whereas the energy 
percentage consumed from carbohydrates was below. The main sources of fat were butter, margarine, oil and meat. 
Bread and sugar-sweetened squash and soft drinks were the most important sources of carbohydrates and added sugar 
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education had a healthier diet than participants with a lower level of education, and non-smokers ate more fruit, berries 
and vegetables compared to daily smokers (4).
In 2010, there was an increase of three percentage points for third-graders (eight-year-olds) who were overweight or 
obese compared to 2008, on average from 16% to 19%. This was shown by figures from the Child Growth Study at 
the Norwegian Institute of Public Health (20). It is, however, too early to say whether this increase reflects a trend, but 
it is alarming and should be made a policy priority. The Child Growth Study is a nationwide study that started in 2008 
to monitor growth trends among third-graders over time, and is the only study in Norway monitoring children’s height, 
weight and waist circumference. It was conducted for the second time in 2010, and the next measurements are scheduled 
for 2013 at the same schools. Almost 9 out of 10 pupils participated in the study in both 2008 and 2010. A total of 127 
schools are taking part in this study, yielding data which are fed into the WHO Childhood Obesity Surveillance Initiative. 
The results show that 19% of girls were defined as overweight and 3% were obese (total 22%), while 12% of boys were 
defined as overweight and 5% were obese (total 17%) (20).
Weight increased in all adult age groups between the mid-1970s and 2000. The proportion of those overweight and 
obese varies from county to county. The average body mass index and proportion of those overweight and obese are 
lower in Oslo than in the four other counties (Oppland, Hedmark, Troms and Finnmark) where health studies have 
been carried out. People aged 40 years with a high education level are less obese than those with a lower level 
of education. In Oslo, the adult population tends to be heavier in eastern than in western districts, particularly the 
women. Among immigrants in Oslo the prevalence of overweight and obesity varies with ethnic background. The 
proportion of obesity in the immigrant population is highest among women from Turkey and lowest among men from 
Vietnam. Women from Pakistan and Sri Lanka have the highest waist/hip ratio, as shown in a study among 3000 
immigrants from non-western countries.
In the last 20–40 years an increasing proportion of adults were found to be obese. Adult men have increased evenly in 
weight since the 1960s, while women have increased evenly in weight since 1985. The proportion of obese people rose 
from 9–10% in 1985 to 13–22% around 2000, according to figures from health studies of adults. Approximately 8–14% 
of the group aged 15–16 years are overweight or obese (21).
In the Directorate of Health’s study more boys than girls aged 15 years were obese. The Norwegian Institute of Public 
Health’s youth studies among 15–16-year-olds show the link between overweight and socioeconomic factors. Among 
immigrants aged 15–16 years in Oslo, the proportion of those overweight varies from 4% to 12%. The highest prevalence 
of overweight was among young immigrants from other western countries, eastern Europe and the middle east/north 
Africa, according to the youth part of the Oslo Health Study, which registered weight and height with the help of self-
reported questionnaires (22).
2.1.4 Actors and stakeholders in nutrition 
As part of the development of the Action Plan, different stakeholders were invited to give their inputs in two public 
hearings. The interaction between the public sector, private sector and nongovernmental organizations provided 
a foundation for good programmes and measures. Experts, actors in the food industry and other private actors, 
nongovernmental organizations and trade unions, university colleges and county authorities showed great interest in 
the Action Plan and provided useful input. The dialogue was continued and the proposals, examples and experiences 
that have been accumulated by these actors during the implementation of the Action Plan have been taking into 
account during this evaluation.
2.2 Broader policy context 
2.2.1 Public health policy context
Norway is a monarchy with a parliamentary form of government. There are three independent levels of government: 
the national government, the county councils and the municipal authorities. The state level is responsible for secondary 
care, which is delegated to four regional health authorities. The county authorities are responsible for, among other 
things, dental care, public health, secondary education, energy delivery and communication. The municipal authorities 
are responsible for health promotion, primary health care, care of the elderly, care of people with disabilities (including 
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water, local culture, local planning and infrastructure (23).
Life expectancy is among the highest in the world. Diseases of the circulatory system are the primary cause of mortality, 
with cancer the second largest cause of death.
The health care system is organized on three levels, national, regional and local. Overall responsibility for the health care 
sector rests at the national level with the Ministry of Health and Care Services, which is responsible for administering 
primary health care, specialized health care, public health, mental health, medical rehabilitation, dental services, 
pharmacies and pharmaceuticals, emergency planning and coordination, policies on molecular biology and biotechnology, 
and nutrition and food safety. The Ministry of Education and Research is responsible for planning and partially subsidizing 
the education of health personnel.
The Ministry of Health and Care Services has administrative responsibility for the following agencies: the Directorate 
of Health, the Norwegian Board of Health Supervision, the Institute of Public Health, the Medicines Agency and the 
Norwegian Scientific Committee for Food Safety. The Ministry of Agriculture and Food is responsible for the institutional 
management of the Food Safety Authority.
The Directorate of Health is the central administration for the government, with legal authority, in the field of health and 
social affairs. The Directorate contributes to the implementation of national health and social policy (for example, the 
Nutrition Action Plan), and serves as an advisory body to central authorities, municipalities, regional health authorities, 
voluntary organizations, the media and the public in general. An essential task for the Directorate is to develop and 
strengthen preventive work and to widen the availability of services in the field of health and social affairs (for instance, 
for nutrition).
The four regional health authorities have responsibility for specialist health care. They are financed by basic grants, 
earmarked funds and activity-based funding. 
The local level is represented by 429 municipalities which have responsibility for primary health care, including nursing 
care. The aim of primary care is to improve the general health of the population and to treat diseases and deal with health 
problems that do not require hospitalization and a high level of specialized care. Each municipality decides how best to 
serve its population with primary care, which is for the most part publicly provided.
The main purpose of the Municipal Health Services Act (1982) (24) was to improve the coordination of the health and 
social services at local level, to strengthen those services in relation to institutional care and preventive care, and to 
pave the way for better allocation of health care personnel. The Act provides the municipalities with a tool to deliver 
comprehensive health services in a coordinated way. In 1988, it was expanded and county nursing homes were transferred 
to the municipalities.
The health care sector has undergone several important reforms in recent decades and nutrition is mentioned several 
times in the Public Health Act (2012) and the National health and care services plan (2011–2015) (25).
2.2.2 Policy context for social inequalities
The evaluation includes a specific commitment to assess the achievement of the second goal of the Action Plan – to 
reduce social inequalities in diet – both as a cross-cutting issue within the focus areas of nutrition and overall as a 
public health goal. It is, therefore, important to have an overview of the policy context and situation with regard to social 
inequalities when the Action Plan started.
In 2007, the National strategy to reduce social inequalities in health (2007–2017) was adopted by Parliament, with the 
primary objective to “reduce social inequalities by levelling up” (11). The strategy, together with two others approved 
by the government, forms part of Norway’s comprehensive policy to reduce social inequalities, promote inclusion and 
combat poverty. The other two reports/strategies are concerned with: (i) employment, welfare and inclusion, and (ii) early 
intervention for lifelong learning. The national strategy set out the guidelines for the government and ministries to reduce 
social inequalities in health over the decade in question, although its measures are largely linked to the follow-up from 
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Plan against Poverty (27).
The four priority areas are:
•	 to	reduce	social	inequalities	that	contribute	to	inequalities	in	health
•	 to	reduce	health	inequalities	in	health	behaviour	and	use	of	the	health	services
•	 to	introduce	targeted	initiatives	to	promote	social	inclusion,	and
•	 to	develop	knowledge	and	cross-sectoral	tools.
The national strategy emphasizes the development of public health policies that aim for a more equal distribution of 
the positive factors affecting health, with a balance across structural universal or selective measures to downstream 
universal or selective measures which seek to remedy or mediate the negative impacts of inequalities. Thus it is about 
making the existing universal system more responsive and effective with regard to equity.
The national strategy to tackle social inequalities was developed in response to evidence about systemic inequalities in 
health, as measured by large and growing differences in mortality among adults and at every stage of life. Education, 
income, childhood conditions and work and the working environment were identified as some of the most important 
mechanisms affecting the distribution of health in the population. In terms of nutrition, systematic inequalities in health 
behaviour and access to health services were identified as important contributors to, in particular, perpetuating or 
exacerbating inequalities in health.
An agreed conceptual framework is important for mapping the relationship between the broader social determinants of 
health and social inequalities in diet. As part of global work on social determinants and equity in relation to priority public 
health issues (such as harmful alcohol consumption, cardiovascular diseases and diabetes), inequalities in diet are seen 
as being the result of  differential exposure (that is, limited disposable income for ensuring a healthy diet), differential 
vulnerability (poorer diet or less healthy food purchases due to limited income) and differential health outcomes (greater 
risk and/or greater obesity and overweight) (28). In terms of overall food availability and the changing exposure of 
different social groups to negative factors, however, it is also necessary to look outside the Action Plan on Nutrition to 
the wider policy context and interventions designed to ensure that everybody has at least a minimum wage (which in 
turn is found to be sufficient to meet minimal social and health needs), adequate social protection and/or lower rates of 
early school drop-out. More structural and upstream action to improve food availability and access may, however, sit at 
the level of socioeconomic context and position and changes to policies such as on taxation, subsidies and the pricing of 
healthy food. These always need to be considered in relation to levels of income as well as the costs of other necessities 
whose purchase may be prioritized over food (such as rent or fuel). The provision of education in nutrition and ensuring of 
healthy foods in kindergartens and schools are also examples of measures that are independent of socioeconomic status.
3. Evaluation of the implementation of the Action Plan
3.1 General comments
The purpose of the evaluation was to review the national nutrition policy as well as progress and achievements in 
nutrition, with a focus on evaluating the Action Plan. The evaluation was based on: (i) the quantitative review which 
provided an update on current achievements in relation to the Norwegian diet, and (ii) the thematic matrix provided by 
ministries with regard to their tasks defined in the Action Plan (see Annex 3), together with (iii) the extensive evaluation 
week by the expert group that took place in Norway in April 2012.
3.1.1 Governance: implementation of the Action Plan
The Action Plan was developed and written with the purpose of gathering together existing and planned nutrition-related 
activities in the various ministries. The structure of the Plan, with 2 goals, 5 strategies, 10 focus areas and 73 measures, 
reflects the fact that it is as much a collection of activities in different sectors as it is a logical line between the different 
levels.
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The Action Plan was signed and involved activities by 12 different ministries. During the period of the Action Plan regular 
meetings took place between the ministries, although there was considerable variation in their involvement. The Ministry 
of Health and Care Services was involved in 59 of the 73 measures (Table 4) and was itself responsible for 33 of them. 
The Ministry of Education and Research, the Ministry of Fisheries and Coastal Affairs and the Ministry of Agriculture and 
Food were involved in 11–13 measures, while the other ministries were involved in 0–5 measures.
Table 4. Number of measures detailed in the Action Plan and assigned to different ministries
Ministry No. of measures
Health and Care Services 59
Education and Research 13
Fisheries and Coastal Affairs 11
Agriculture and Food 11
Labour and Social Inclusion 5
Local Government and Regional Development 4
Children and Equality 3
Finance 3
Environment 3
Foreign Affairs 2
Trade and Industry 1
The Ministry of Health and Care Services designated the Directorate of Health to be the secretariat for the Action Plan, 
with the overall responsibility for overseeing its implementation. Besides carrying out the tasks presented in the national 
budget, the Ministry of Health and Care Services each year writes a general allocation letter to the Directorate of Health, 
describing all the prioritized activities in different fields (such as nutrition).
The Directorate of Health and Social Affairs (since 2008, the Directorate of Health) was established in 2002. The Nutrition 
Council continued as an independent advisory board to the Directorate. In 2009, the Directorate was reorganized and 
the responsibility for nutrition was shared between three different public health departments with the aim of it being 
included in a broader public health perspective. 
From the interviews with the various informants, it seemed that the implementation of the Action Plan went well, 
particularly during the period 2007–2009. Several informants reported, however, that after 2009 there appeared to be 
a loss of momentum. This appears to be validated by the fact that many activities, such as the development of national 
dietary guidelines, were undertaken initially. One reason for the perception of loss of momentum could be explained by 
the major reorganization of the Directorate of Health. Several informants indicated that this reorganization was not so 
much to facilitate better implementation of the Action Plan as to improve coordination with public health in general. The 
evaluation group did not evaluate or discuss the relevance of different models for organizing nutrition work.
3.1.2 Mechanism for monitoring implementation
The Action Plan did not detail a specific timeline or earmarked budget for each activity. For the indicators and targets 
related to each activity for monitoring and evaluation purposes, it was found that there was not enough information on 
socioeconomic status or ethnicity, age group, education or gender, or on other social determinants linked to health such 
as:	overweight	and	obesity,	dietary	intake	(saturated	fat	and	trans	fat,	fruit	and	vegetables,	fish	and	salt);	breastfeeding	
and	 complementary	 feeding;	 and	 the	 trends	 in	 prevalence/incidence	of	 diabetes	mellitus	 in,	 for	 example,	women	of	
childbearing age, or gestational weight gain or diabetes in pregnancy. The level of data disaggregation was, therefore, 
too weak to construct a health equity profile with regard to nutrition.
An association of the determinants of health with regard to dietary behaviour (such as dietary intake) and the outcome 
(prevalence of overweight/obesity, prevalence of diet-related noncommunicable diseases) is missing. Dietary surveys 
that have been conducted are in line with international standards but they could have been linked more strongly with the 
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duration, timeline and priorities of the Action Plan, as a surveillance and monitoring system should feed directly into the 
policy priorities defined in national policy.
Some informants reported that they had learned some lessons during the implementation process but they were not 
aware of a structured reporting mechanism, although the county authorities have to report annually to the Directorate of 
Health about their activities as a result of the letters they receive each year regarding their planning and implementation. 
They felt that a structured reporting and monitoring mechanism could facilitate adjustments during the implementation 
phase. With regard to monitoring the implementation of the Action Plan, a more robust mechanism for accountability 
and reporting between sectors could strengthen collaboration and the exchange and/or dissemination of information 
between various national authorities and at county level, supported by an appropriate integrated information system 
and a surveillance system aligned with the policy priorities with defined roles for each actor and stakeholder during the 
implementation. Another way of improving the monitoring of nutrition-related activities could be to improve the reporting 
mechanisms on allocations to counties and the offices of the county governors.
The Dialogue Forum was mentioned as a reporting mechanism and was welcomed especially by the private sector, 
although a more structured mechanism was sought by many to encourage ownership by the different sectors.
The Action Plan was perceived as a supportive tool for the informants, both by the authorities and by health professionals, 
the private sector and civil society representatives. Most private stakeholders agreed that many of their initiatives did 
not come about as a direct result of the Action Plan, as many of them had developed their own plans following the 
endorsement of the WHO Global Strategy on Diet and Physical Activity in 2004 or even the long history of nutrition policy 
in Norway (as described above).
3.1.3 Budget
As stated earlier, the Action Plan did not detail an earmarked budget for each of its activities. Such a budget is, however, 
important to facilitate their implementation. Earmarking the budget in the policy development phase will entail an 
assessment of the adequacy of the financial resources allocated to the policy for its implementation. If this shows that 
the financial resources are restricted, the activities can be adjusted. A key issue is the need to identify appropriate funding 
requirements for policy implementation in a detailed budget, together with a plan to manage the budget throughout this 
implementation, so as to support the optimization of resources for this purpose. Detailed and accurate expenditure 
reports are an essential tool for tracking the trends in expenditure that inform decision-making.
Several reasons were given for the non-availability of a detailed description of the budget allocation for the Action 
Plan, the main one being that the Plan included activities in various sectors which thus impinged on different budgets. It 
would be too simplistic to review the budget of the Ministry of Health and Care Services alone, as other ministries had 
designated roles and probably specific budget allocations for implementation of the Plan. For example, the Ministry of 
Education and Research is responsible for the free school fruit programme. Some informants stated that if funding for 
nutrition (linked directly with the Action Plan) had been earmarked, it would have been easier to take implementation 
forward. According to the Division of Public Health in the Directorate of Health, the resources spent on nutrition remained 
relatively constant during the period of the Action Plan.
3.1.4 Communication
From reports by different informants, it became clear that the joint communication platform was much appreciated. 
Although this platform had developed several communication strategies during the period of the Action Plan, it was 
felt that a jointly defined media strategy for the Nutrition Council and the Directorate of Health would have been useful. 
This was considered particularly important, as the current issues with communication by all the commercial actors to 
the general public can cause misunderstanding and biased messages. It was also recognized that a communication 
strategy in support of the Action Plan aimed at all target groups and local actors was necessary and should be 
considered for future improvement.
In 2009, the Regional Office commissioned the report Health systems and health-related behaviour change: a review of 
primary and secondary evidence from the Centre for Public Health Excellence at the National Institute for Health and 
Clinical Excellence in the United Kingdom (29). This report aimed at identifying the characteristics of national, regional 
and local health systems and services that produce and support changes in behaviour. It presented a review of the role 
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of policies and national programmes, including for the media (with evidence about mass media campaigns), as well as 
marketing tools. Mass media campaigns help to set the social context, establish health leadership and communicate 
health messages. There is evidence that such campaigns are not enough in themselves to promote changes in 
behaviour. If, however, they are developed in line with the policy or government programme being implemented, they 
can be effective in raising levels of awareness. With regard to nutrition, there is a body of evidence showing that 
promotional campaigns, including media interventions, can increase awareness of what constitutes a healthy diet, 
and may subsequently improve dietary intakes if they are reinforced by other measures that make healthier options 
more available (29).
The Directorate of Health has used campaigns together with other measures, but it was felt crucial to use a mix of 
communication tools and to ensure that the strategy is recognizable by means of an appropriate and consistent image, 
such as an attractive logo (linked to the Directorate of Health). This should be supported by a high quality web site which 
provides a clear point of contact for the general public.
Books, magazines and television programmes are an important source of information, and the active involvement of 
media providers may improve the effectiveness of the policy implementation. In 2011, the Directorate conducted a mass 
media campaign on keyhole labelling and collaborated with a smaller television channel (Utrop TV) on providing dietary 
inputs and recommendations to minority populations.
The Matportalen web site, which has been set up by the public authorities with information about food and health, was 
described by informants, specifically at local level, as a good source of information (30). It was renewed and relaunched in 
spring 2011. A total of approximately 220 articles/answers to frequently asked questions about nutrition were published 
during the period 2007–2011, an average of 44 published articles per year compared with only 10 per year in the period 
2004–2006. The revised HelseNorge web site and the newly launched Helsedirektoratet web site (in December 2011) 
provide continuous updates of articles on nutrition targeted at health services and mediators (31,32).
The authorities are respected and trusted by the general public. The National Nutrition Survey indicated in 2011 that 
three out of four people (74%) have very great confidence in dietary advice from the Directorate of Health. The following 
agencies provided material for the web site: the Norwegian Food Safety Authority, the Directorate of Health, the National 
Institute of Public Health, the Scientific Committee for Food Safety, the National Veterinary Institute, the Bioforsk 
Norwegian Radiation Protection Authority and the National Institute of Nutrition and Seafood Research. 
As far as a communication strategy for minorities is concerned, the Directorate of Health organized a workshop on 
diet and minorities in May 2011, with participants from different immigrant communities. The outcomes consisted of a 
set of concrete ideas to be developed in dialogue with various minority groups. An example was cooperation with the 
largest immigrant newspaper about a television programme featuring a local merchant cooking in consultation with a 
nutritionist, both of whom had immigrant backgrounds.
3.1.5 Norwegian Nutrition Council
The Norwegian Nutrition Council was established in 1946. After various changes in its administration over the years, 
in 2002 its staff became employees of the Directorate of Health and Social Affairs. The Council continued to exist as a 
professional, scientific and independent advisory board to, in particular, the health authorities. During the period of the 
Action Plan the Council consisted of 11 members who met, on average, four times a year. The Directorate served as the 
secretariat for the Council.
During the period of the Plan, the Nutrition Council was responsible for a systematic review of the literature. This resulted 
in the report Dietary advice for promoting public health and preventing chronic diseases (33), which provided an overview 
for the health authorities of the updated national dietary guidelines and thus served as the basis for the national dietary 
recommendations.
The external expert group heard from several current and former members of the Council. Many of them had strong 
opinions about the Council, although some held a nostalgic view. Some felt that the Council should be replaced and its 
functions taken over by the Directorate of Health. Others believed that the Council needed an even more independent 
role, reflecting its role as an independent body under the Ministry of Health and Care Services.
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As a result of these interviews, the expert group identified several issues needing some reflection with regard to the future 
role of the Nutrition Council. These included: where the Council should be anchored organizationally (in the Directorate 
of Health or in the Ministry of Health and Care Services), the background of and criteria for selecting Council members, 
the mandate, the need for the Council to be kept updated, the provision of input by the Council on national and Nordic 
nutrition recommendations and the Council’s role in communication.
3.2 Evaluation of focus areas and measures in the Action Plan
The Action Plan had 10 focus areas with 73 detailed measures and 5 main strategies to achieve them.
The five main strategies were:
•	 to	improve	the	availability	of	healthy	food	products
•	 to	increase	consumers’	knowledge
•	 to	improve	the	qualifications	of	key	personnel
•	 to	ensure	the	local	basis	of	nutrition-related	work
•	 to	strengthen	the	focus	on	nutrition	in	the	health	care	services.
The expert group was asked to evaluate whether these five strategies had been achieved through the implementation 
of the proposed measures associated with the strategies. A preparatory meeting between the experts and members of 
the Directorate of Health and the Ministry of Health and Care Services took place in April 2012 in the Regional Office in 
Copenhagen. This meeting defined and prioritized the focus for the evaluation of the first four strategies, as described below.
3.2.1 Availability of healthy food products and improvement of consumers’ knowledge 
The Action Plan mentioned a number of measures that could improve the availability of healthy food products and 
discourage	the	availability	of	unhealthy	food	products.	These	included:	the	development	and	reformulation	of	products;	
the	establishment	of	a	forum	for	dialogue;	increased	access	to	healthy	foods	(such	as	vegetables	and	fruit	from	primary	
producers);	increased	availability	of	seafood	through	strengthened	collaboration	between	the	government	and	the	private	
sector	 (fishing	 industry	 and	 retail);	 the	 provision	 of	 healthy	 ready-to-eat	meals	 from	 fast	 food	 and	 kiosk	 outlets;	 the	
introduction	of	 taxation	on,	 for	example,	non-alcoholic	beverages;	 support	 for	economic	 incentives;	 the	 regulation	of	
food	marketing	through	the	labelling	of	food	and	symbols	and	health	claims;	and	various	access	issues,	including	product	
placement and display.
In addition, the Action Plan aimed to improve public knowledge about nutrition through information, communication and 
educational approaches reaching all subgroups in the population, including new methods and channels of communication. 
Measures	 included:	 to	develop	a	comprehensive	plan	 for	 information	and	communication	on	nutrition;	 to	 review	and	
specify	 the	official	dietary	guidelines;	 to	campaign	 for	 the	promotion	of	fish	consumption;	 to	publish	a	basic	cookery	
book;	to	continue	to	develop	the	Matportalen	web	site;	to	award	a	nutrition	prize;	and	to	establish	a	dialogue	forum	for	
information and communication.
The overall evaluation aims of the external expert group regarding these two strategies were to discover:
•	 good	examples	of	improved	availability	of	healthy	food	products	throughout	the	period	of	the	Action	Plan	and	important	
factors	for	success;
•	 good	examples	of	measures	that	have	been	able	to	increase	consumers’	knowledge	about	nutrition;
•	 examples	of	 important	barriers	 in	 the	way	of	 improving	 the	availability	 of	 healthy	 food	products	and	 consumers’	
competence	regarding	nutrition	and	diet;
•	 the	potential	for	improving	the	availability	of	healthy	food	products	and	consumers’	competence	regarding	nutrition.
Good examples of improved availability of healthy food products throughout the period of the Action Plan 
and important factors for success
The keyhole labelling system, which was introduced as a joint Nordic health labelling initiative in June 2009, was 
mentioned as a key tool in improving efforts to develop and reformulate products in some specific food groups (34).
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Three consumer-oriented mass media campaigns were carried out during the period 2009–2011 to inform the population 
about the keyhole labelling system. A home page was created, along with materials for consumers (folders in 12 
languages) and for the food industry and education sectors. In just two years, the keyhole logo has become the best 
known and most used logo in the grocery trade. By December 2011, approximately 1500 keyhole-labelled products were 
available, in addition to fruits, vegetables, berries and fresh fish that could also be labelled with the logo.
A population survey in January 2012 of awareness and knowledge about the keyhole among consumers aged over 18 
years	showed	continued	positive	progress:	98%	knew	or	had	heard	about	the	logo;	85%	knew	that	the	logo	represented	
a	healthier	choice;	many	knew	that	the	logo	represented	less	fat,	sugar	and	salt	and	more	dietary	fibre;	60%	trusted	the	
scheme;	and	50%	thought	that	it	made	it	easier	to	choose	healthier	foods.
The private sector has also been involved in other initiatives for better food labelling, such as the bread scale (four 
categories based on the whole grain and whole grain flour content), improved declaration of the content of food and 
the introduction of guideline daily amounts. Independent of the Action Plan, the food industry has also developed 
and increased the number of healthier products available. But there is more to be done, for example developing new 
keyhole products and making bulk products (such as cheese) healthier. In addition, work is going on to develop a 
national salt reduction strategy, including a dialogue with food producers with the aim of reducing the amount of salt 
in their products.
The free distribution of fruit in schools, giving access to healthy foods such as vegetables and fruit from primary 
producers in lower secondary schools (grades 8–10) and combined primary and lower secondary schools (grades 1–10), 
was mentioned as a good example of improved availability of healthy food products, and suggestions were made as to 
how this could become universal for all schoolchildren in grades 1–10. In 2007, the Ministry of Health and Care Services 
and the Ministry of Education and Research jointly decided to make free fruit and vegetables available to all pupils in 
lower secondary schools, thus increasing the availability of healthy food in schools. At 57% of the primary schools, pupils 
can subscribe to a subsidized fruit and vegetables scheme but in 2011 only 18% of the pupils at these schools did so. 
Informants also suggested that consideration should be given to the economic incentive of removing the value added tax 
from sales of fruit and vegetables.
In conclusion, there appear to be examples of success regarding the increased availability of and access to healthy food. 
Little progress has, however, been made regarding action on securing healthy ready-to-eat meals from fast food and kiosk 
outlets, except perhaps for a few initiatives developed for people such as long-distance lorry drivers.
Good examples of measures that have been able to increase consumers’ knowledge about nutrition
During the period of the Action Plan, dialogue forums were used to communicate and consult with stakeholders. There 
were two forums: one at national level between the authorities, nongovernmental organizations and relevant private 
actors, and the other for cooperation between the food industry, the authorities, researchers and consumers.
It was seen as important for nutrition-related programmes to facilitate opportunities for information exchange, expert 
discussion, consensus on challenges and effective measures, and coordination of measures and various subsidization 
schemes. Nongovernmental organizations, the agricultural sector information offices and the Norwegian Seafood Export 
Council actively provided information, courses, dietary advice and educational programmes devoted to diet and health. 
Many of these organizations were committed to work with schools and kindergartens. There was a need for greater 
clarity in regional and local public health efforts as regards certain aspects of partnering with private sector actors over 
issues such as commercial interests and advertising.
Informants also considered it important to maintain a forum in which the authorities, the food industry, researchers 
and consumers met to discuss topical issues concerning food, nutrition and health. The main objective of the forum 
was to achieve a common platform and understanding of the efforts to achieve a healthier diet in the population. A 
seminar was organized annually with the food industry and consumer organizations to discuss trends, disseminate 
new knowledge and exchange information. Approximately 40–50 participants attended the meetings and different 
themes were discussed at each meeting. Positive feedback was received from the participants in 2012 with regard to 
these hearings.
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These dialogue forums were referred to many times by informants, especially those from the private sector. The food 
industry’s information offices continued to carry out information campaigns and other communication activities during 
the period of the Action Plan.
The results of the interviews showed that all informants thought these forums were important in improving collaboration 
with the Ministry of Health and Care Services and the Directorate of Health. All private sector informants agreed that they 
should be continued and could be even more useful if smaller and more frequent meetings were held on specific topics 
and based more on a real dialogue. This could help to strengthen synergies between different initiatives at different 
levels.
As a direct communication tool to increase knowledge and skills for consumers, the Cookbook for all was published 
in September 2007 (35). The book was given free to all pupils in lower secondary schools and to student teachers. 
Municipalities could buy the book at cost of production for training purposes (for example, language courses for 
immigrants or Good Food courses). The book was updated with the keyhole labelling scheme and new dietary advice and 
was made available in bookshops for the general public. It was mentioned by the informants as a success story for staff 
working in schools. In 2008, it received a prize for the most beautiful book used in primary and secondary education. The 
recipes and cooking tips in the book are based on the national dietary guidelines. Table 5 presents an overview of the 
number of books printed and distributed free to pupils, sold to municipalities at cost of production and sold in bookshops 
during the period 2007–2011.
Table 5. Cookbook for all: numbers distributed or sold 2007–2011
Distributed or sold 2007 2008 2009 2010 2011 Total
To pupils, free 73 413 76 850 76 729 77 142 74 493 378 627
To municipalities, at cost of production  5 470 4 060 6 520 5 360 5 800 27 210
Through bookshops, at normal cost 8 381 337 2 031 1 445 949 13 143
An expert group appointed by the Nutrition Council to update the current dietary advice went through all the relevant available 
research literature as the basis for their report Dietary advice to promote public health and prevent chronic diseases (33). 
This report, which was developed using a robust systematic review methodology, is available online and will be translated 
into English. Its launch in January 2011 gave rise to a broad debate and wide media coverage, as well as considerable 
international interest and recognition. Informants mentioned the book as a good source for increasing competence in 
nutrition. The Directorate of Health has translated the scientific dietary recommendations into more accessible information 
using brochures, posters, online articles and lectures which have been disseminated to the county authorities, clinics, 
doctors’ surgeries and other mediators. However, since the book was published it appears that not enough tools have been 
developed to make the information accessible to the general population. For example, no food models such as food pyramids 
or a food plate or other pictorial aids appear to have been developed to aid the widespread dissemination and uptake of the 
guidelines (36). The health authorities have apparently chosen not to develop this kind of model.
Another tool to communicate good dietary practices, particularly targeting children, was the fish project Fiskesprell. This 
was considered a good initiative for kindergartens to increase the availability of seafood through collaboration between 
the government and the private sector (fishing industry and retail). The aim of the project was to increase knowledge 
among kindergarten staff regarding the nutritional benefits of fish and other seafood. It also aimed to develop children’s 
cooking skills by encouraging them to help with preparing the fish, and make them more positive towards eating fish by 
enjoying the experience of a good taste. As part of the Action Plan, the Fiskesprell project was offered to all the counties 
from autumn 2008, based in the Partnership for Public Health. Several informants raised the question of financing during 
their interviews with the expert panel: two of the counties had decided not to participate, giving budgetary concerns as 
the reason. This was not, however, an issue for other counties which had found the necessary funds.
A survey carried out to assess meals, physical activity and environmental health in kindergartens in the spring of 2011 
showed that 37% of the administrators (n=1375) and 29% of the head teachers (n=1100) responded that at least one 
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member of their staff had participated in a Fiskesprell course.1 Among the head teachers who reported participation, 
48% said that knowledge and experience from the course had been used to a large, or very large, extent. The survey also 
showed that among the kindergartens in which staff had participated, a higher proportion served fish or fish products as 
part of the warm meal at least once a month or more often, as compared with kindergartens that had not participated or 
where participation was not known.
The Directorate of Health carried out several communication activities during the period of the Action Plan to improve 
consumers’ awareness and the consumption of healthier products. These activities include the above-mentioned mass media 
campaigns, collaboration with the Norwegian magazine Se og Hør [See and Hear] (with approximately one million weekly 
readers) in the form of a 14-page report on healthy eating and recipes involving celebrities, and a workshop with participants 
from different immigrant groups with the purpose of identifying specific ideas for communicating advice to such groups.
Although an evaluation of the impact of these initiatives is not available, some of the successful initiatives show that 
progress has been made towards increasing knowledge about and competence in nutrition among consumers. It is, 
however, difficult to infer causality between increased consumer awareness and the Action Plan. This can only be verified 
by carrying out specific consumer research, including among different subgroups of consumers.
Examples of important barriers to improving the availability of healthy food products and consumers’ 
competence regarding nutrition and diet
Economic determinants such as the price of food and the cost of an affordable healthy food basket are key factors in 
improving the availability of healthy food products, as shown in the WHO publication The challenge of obesity in the 
WHO European Region and the strategies for response (37). From interviews with the expert panel, it appears that the 
authorities have not developed an example of a minimum healthy food basket or what this would cost in, for example, 
urban as opposed to rural areas. The National Institute for Consumer Research has, however, developed a reference 
budget that includes a food basket in line with the dietary recommendations (38). This was first developed in 1987 and 
revised in 2003 and 2007. For example, women aged 18–30 years would receive 9.4 MJ/day (protein 18 E%, fat 33 E%, 
carbohydrates 49 E%) which would cost approximately NKr 1835 per month. It has also been calculated that a food 
basket for a diet aimed at people with hypercholesterolemia (fat 25 E%, saturated fat 7 E%, carbohydrates 55%, protein 
20 E%) would cost 40% more (NKr 2569 per month).
Certain products eligible to meet the keyhole criteria may cost more than the usual alternatives owing to the greater 
expense of producing some of the healthier varieties of these products, although some keyhole-labelled products, 
such as milk, yoghurt and skyr (a form of strained yoghurt), may cost the same. Added costs may create a barrier to 
easier availability, particularly for those on low incomes. There is a need for more information as to which groups in the 
population buy the keyhole-branded products. A consumers study or market surveys already available could provide a 
more detailed picture of consumers’ behaviour, particularly if stratified by income groups.
Further, the overwhelming attention and focus in the media on diets from various self-designated experts can create 
confusion and pose a particular challenge to promulgating the official dietary guidelines.
Price policies and regulations such as taxation (on, for example, non-alcoholic beverages), economic incentives and food 
marketing regulations are difficult to implement owing to the natural conflict of interest between different stakeholders 
and the political difficulties of adopting and implementing them. Informants from the private sector recognized that 
the authorities believe that voluntary marketing regulations are not working, so the industry is anticipating mandatory 
regulations from the state. While the food industry is not enthusiastic, it seems to accept that regulations are inevitable. 
For many years, the health authorities have been proposing the use of price policies. Some reports and papers concerning 
taxation have been published (by, for example, the Norwegian Agricultural Economics Research Institute) and constitute a 
basis for the implementation of such initiatives. The strengthening of the regulatory framework to achieve healthier diets, 
particularly for children, seems to be coming about with the proposal on the regulation of marketing of food to children, 
which is currently under public discussion.
1 Participation in the course during 2010/2011: 4565 kindergarten staff (from 1991 kindergartens) and 401 others. During 2009/2010, 912 student teachers and 616 
preschool teachers participated.
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Potential for improving the availability of healthy food products and consumers’ competence regarding 
nutrition: multisectoral collaboration
Norway has participated in an international dialogue, through the WHO Action Network on Marketing Food and 
Beverages to Children, with other organizations and countries that had the same agenda or wished to have an 
exchange about the measures related to regulation of food marketing proposed in the Action Plan. Through its 
chairmanship of this Network, Norway has been instrumental in exchanging information with other Member States 
and facilitating implementation of policies with regard to the marketing of food and beverages to children. Norway 
has also participated in the EU High Level Group on Nutrition and Physical Activity and the European Food Safety 
Authority meetings. In addition, the Nordic Council of Ministers is an important forum for dialogue between the Nordic 
countries. The evaluation process showed that in Norway, more collaboration at national level between different 
authorities would help to ensure that each sector develops a sense of ownership for the implementation of the Action 
Plan.
3.2.2 Competence in nutrition – key personnel
Measures related to improving and securing nutrition-related knowledge, skills and competence in various key health 
professional groups are linked to improving work in this area aimed at the prevention and early identification of overweight 
and obesity and other nutrition-related noncommunicable diseases, as well as improving awareness at the local level and 
in primary health care. Improving competence is also linked to the integration of nutrition in the curricula for professional 
training and education.
The overall evaluation aims of the external expert group in assessing competence in nutrition efforts at local level were 
to discover:
•	 good	 examples	 of	 measures	 to	 increase	 nutrition	 competence	 among	 key	 health	 personnel	 and	 other	 relevant	
occupational	groups;
•	 good	examples	of	adequate	standards	and	routines	for	nutrition	in	the	health	care	sector;
•	 examples	of	 barriers	 in	 the	way	of	 improving	 competence	 in	nutrition	and	 for	 establishing	adequate	 routines	 for	
nutrition	in	the	health	care	sector;
•	 the	potential	for	improving	competence	in	nutrition	and	for	establishing	adequate	routines	for	nutrition	in	the	health	
care sector.
Good examples of measures to increase nutrition competence among key health personnel and other 
relevant occupational groups
Informants involved with clinical nutrition presented evidence that a well-established nutritional structure in a hospital 
went together with better nutritional care. A well-defined structure in a hospital was defined as the presence of a 
multidisciplinary nutrition team, a resource person in the area of nutrition, guidelines for identifying patients at risk of 
under-nutrition, assignment of responsibilities, and education for nursing staff.
Good examples of adequate standards and routines for nutrition in the health care sector
In 2006, the Norwegian Society of Clinical Nutrition and Metabolism asked the authorities for guidelines for the 
prevention and treatment of under-nutrition. This resulted in the publication of guidelines in 2009 (39). Although 
there is no regulatory framework requiring the full implementation of all action points in the guidelines, it has been 
suggested that audits of the implementation of the guidelines carried out by health authorities could improve practice 
in the Norwegian context.
The Directorate of Health is responsible for providing guidelines to the various medical disciplines. These are included in 
the annual letter from the Ministry of Health and Care Services to the regional health authorities, which forms a central 
management tool in the hospital sector. The regional health authorities are responsible for the implementation of these 
guidelines. Since 2009, the Directorate of Health has instructed the regional health authorities to ensure that: (i) nutrition 
is	included	in	overall	specialist	health	care	services;	(ii)	hospitals	have	routines	and	the	competence	to	integrate	nutrition	
into	medical	treatment;	and	(iii)	hospitals	can	support	the	municipalities	on	nutrition-related	issues.
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Examples of barriers in the way of improving competence in nutrition and for establishing adequate 
routines for nutrition in the health care sector
A national survey of food and diet among leaders and health personnel in nursing homes was published in 2008 by 
Østfold University College (40). This study showed that only 16% had written procedures to be used in the assessment of 
patients’ nutritional status. There was, however, no national survey of nutritional status in nursing and care services. In 
2010, a nationwide audit run by the Norwegian Board of Health Supervision identified major deficiencies in the daily work 
to prevent and treat malnutrition in older people who received health and social services (41). There is still a significant 
need for improvement in the health care services with regard to the formal procedures for assessing nutritional status, 
night fasting, and knowledge about nutrition and about the daily practice of prevention, identification and treatment of 
malnutrition.
It seems that more work is needed to integrate greater attention to nutritional issues in the education and training 
curricula of health professionals and other related actors. University courses on human nutrition and clinical nutrition are 
well standardized, but colleges and other institutions offering training up to bachelor level do not have a standard core 
curriculum. Key issues for improvement are the lack of targeted nutritional education in training courses for health care 
professionals and issues regarding the number of nutritionists being trained. The differences in academic knowledge and 
skills between professional groups such as dieticians, nutritionists, clinical nutritionists and public health nutritionists 
are unclear in terms of their training and certification.
There are not many opportunities for individual consultations about nutrition, and in primary care they seem to be carried 
out predominantly by a handful of self-employed nutritionists working in the private sector. They are thus far too expensive 
for people on low incomes.
There do not seem to be sufficient data to provide a picture of the dietary behaviour of certain population groups coherent 
enough to be used by health professionals for response to and in dialogue with vulnerable groups such as pregnant 
women and infants. Neonatal records, for example, could be included more often in routine data collection. Data on 
antenatal health care (for example, maternal weight, height and weight gain) could be collected to ensure that this group 
is covered. This could also allow sufficient disaggregation to provide useful data on inequalities and other issues, such 
as infant feeding (including breastfeeding and complementary feeding) and monitoring tools for the diet and growth of 
children aged 0–5 years.
Potential for improvement with regard to education and training
Only broad and inclusive multisectoral planning at the national level, including ensuring an appropriate geographical 
distribution, will allow for effective coordination in scaling up the numbers of students and aligning professional education 
in nutrition with national nutritional needs.
Overarching reforms must be undertaken at all levels in interventions aimed at increasing the number of health 
professionals. Evidence demonstrates that simply increasing the student quota is not enough to address the shortage 
of health professionals. Although it is important to increase the number of graduates, this must be done in tandem 
with interventions targeted at multiple levels (42). Educational institutions need to increase their capacity and reform 
their recruitment practices, teaching methods and curricula in order to improve the quality and social accountability 
of graduates. Country-led efforts should be linked to international activities as a way of building on lessons learned 
and successful examples of implementation. The inclusion of nutrition training in the curricula for undergraduate and 
continuing education, especially for nurses and medical doctors, would probably significantly increase the capacity of 
the health system to respond to nutrition-related health problems. There also appears to be a need for mapping current 
nutritional competence among the health personnel in nursing care.
Self-perceived skills in nutritional knowledge among Scandinavian doctors and nurses have shown that insufficient 
knowledge is the main barrier to good nutritional management in various clinical settings in Norway (43). This lack of 
knowledge is evident in three main areas relating to good clinical nutrition practice: screening of patients on admission, 
assessment of undernourished patients and initiation of nutrition treatment.
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Key areas that could be addressed to increase competence in nutrition include:
•	 the	authorized	scopes	of	practice	for	various	categories	of	nutritionist;
•	 preservice	education	tied	to	health	needs	(adding	a	social	inequalities	component	to	nutrition	education);
•	 in-service	training	(such	as	distance	or	blended2	learning);
•	 the	capacity	of	training	institutions;
•	 performance	management	(appraisal,	supervision,	productivity);
•	 training	of	community	health	workers	(in,	for	example,	centres	for	learning	and	coping)	and	educational	providers	(in	
kindergartens,	and	primary-	and	secondary-school	teachers);
•	 identification	and	selection	of	and	support	for	champions	and	advocates	in	the	health	workforce;
•	 leadership	development	for	managers	in	the	area	of	nutrition	at	all	levels.
3.2.3 Nutrition efforts at local level
This area includes nutrition-related work at county and municipal level, including measures in schools and kindergartens. 
The Action Plan aimed to establish a stronger basis for nutrition and dietary work at local level through ensuring local 
bases for policy and making public health efforts more systematic. Locally-based nutrition-related work also involves the 
promotion of healthy eating habits among children and young people in schools and preschools, since the responsibility 
for these activities is largely devolved to the local level.
Following the increased emphasis on municipalities’ responsibilities for health promotion and disease prevention under 
the new Public Health Act (44), which was developed after the end of the Action Plan, greater attention will be given to 
this area in national public health activities.
The overall evaluation aims of the external expert group in assessing nutrition efforts at local level were to discover:
•	 good	examples	of	locally-based	nutrition-related	work	throughout	the	period	of	the	Action	Plan	and	important	factors	
for	success;
•	 examples	of	barriers	to	locally-based	nutrition-related	work;
•	 the	potential	for	improvement.
Good examples of locally-based nutrition-related work throughout the period of the Action Plan and 
important factors for success
A new section on planning in the Planning and Building Act (45) came into force on 1 July 2009. This incorporated public 
health considerations: according to § 3–1 of the Act on duties and considerations in planning, plans should “promote 
population health and counteract social inequalities in health, as well as help to prevent crime”.
The new Public Health Act of 2012 included provisions whereby the promotion of public health became a statutory 
responsibility for counties. In 2006, the Health in Master Plans project was initiated by the Directorate of Health, with 
the aim of improving the integration of public health considerations into the social components of municipal plans. By 
2010, all the 30 project municipalities had developed Health in Master Plans, and the experiences from this project played 
an important role in the development of the 2010 and 2012 Public Health Acts. The development work for the Health in 
Master Plans project, with an emphasis on nutrition, was initiated in four pilot municipalities in three counties. All these 
took steps to ensure that there was a political and organizational basis for nutrition-related work in their areas. Examples 
of action included the adoption of nutrition programmes into the plan for a safe and healthy childhood and inclusion 
of the Good Food training course in municipal and financial planning. In 2010, an evaluation of the Health in Master 
Plans project referred to a survey conducted in all municipalities of their public health activities and how the work was 
organized during the second year of the Action Plan (2008). The results showed that at the time, only a quarter of the 
municipalities reported that nutrition-related work was an integral thematic area in their municipal plans. Some activities 
related	to	the	Action	Plan	were	found	to	be	taking	place	in	several	counties	and	municipalities;	others	in	only	one	or	
two counties. Some activities were widespread partly because they were the result of national regulations (such as free 
fruit and vegetable distribution in schools) or because the programmes were linked to national action supported by the 
2 Education that combines face-to-face classroom methods with computer-mediated activities.
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government and/or a commercial body. Even so, it seemed that the Action Plan was a driver for intersectoral collaboration 
at the local level.
Other initiatives or activities seemed to arise because of the creativity or engagement of one or two key individuals in a 
position to initiate nutrition activities who had drawn on the Action Plan as a key tool to enable them to carry out their 
plans (for example, running a healthy living centre or a school food programme, or projects initiated at county level by a 
public health adviser). All those interviewed who worked at the local level displayed great enthusiasm for the Action Plan 
(and for being interviewed about it – all were very keen to engage with the evaluation) and specifically for its physical 
manifestation as a written document that they could present and use in negotiation and advocacy. All those interviewed 
wanted the Action Plan to be revised and the possibilities it offered to be strengthened and continued: none wanted it 
to stop. It was, however, clear that at local level nutritional work was often driven by one or more local activists. In other 
words, local nutrition activities appear to need a local champion, which at the same time make them vulnerable because 
of their dependence on key individuals. Little evidence was found that nutrition activities had been started or continued 
simply because the Action Plan had stated that this should happen. There needed to be someone with the skills, interest 
and initiative. With some notable exceptions, informants working in nutrition said that they had felt that their status was 
not high, and that the Action Plan had helped to raise their status and make their knowledge and skills more visible and 
valued.
Particular barriers were also encountered in the education sector at local level through a lack of tools, expertise or 
financial resources. The expert group repeatedly heard that there was a lack of teaching staff with appropriate training 
in nutrition and food, insufficient nutrition-related content in the curriculum and not enough good, healthy food options in 
schools. All those interviewed said it was important that all those involved in teaching and in the school food environment 
should work together to promote and enable good understanding and practice related to healthy food.
The Action Plan was used to enable local professionals to advocate the monitoring of food and meals provided in 
kindergartens so as to ensure that they complied with regulations referring to the guidelines for food and meals in 
kindergartens (46) (revised as a result of the Action Plan). The informants were also clear that if the guidelines had been 
stronger in their wording, by stating, for example, that food served in schools “must” instead of “should” be based on the 
guidelines, greater compliance could be achieved at local level.
Other informants, who were not working directly in nutrition but, for instance, on child poverty, said that the Action Plan 
had enabled them to include nutrition in their work programmes where previously this might not have been accepted 
either by their line managers or those with whom they were working. These more unexpected spin-offs included examples 
such as the Living Healthily courses for unemployed people, as well as the inclusion of ways to bring about and manage 
healthy food and living among new immigrants in the New in Norway programme.
The informants highlighted the importance of a formal national policy document that works as a tool to drive action at 
local level.
Action Plan generated/strengthened success stories
From 2009 to 2012, the Ministry of Education and Research carried out a project (Helhetlig Skoledag [Comprehensive 
School Day]) testing various models in schools aimed at improving the coherence between school and the before- and 
after-school programmes. Components of the programme included food in school, physical activity, help with homework 
and various cultural activities. Provision of breakfast was one of several models for school food tested in a project 
coordinated by the Directorate of Education. One of the informants interviewed had experience of breakfast provision, 
while other schools tested lunch schemes although these were not discussed during the evaluation. The provision of 
breakfast at primary schools was reported as being a successful example of a project looking at options for food provision 
in the school setting, especially where teachers identified the children who needed it most (such as those who came 
without eating first, or who brought unhealthy food). One school described making a contract agreement with the parents 
that the children would eat it, thus engaging them too.
The findings from the Health Behaviour in School-Aged Children (HBSC) study (16) indicated that young people who 
are overweight are more likely to skip breakfast, are less physically active and watch more television. Eating breakfast 
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regularly is associated with higher intakes of micronutrients, a better diet that includes fruit and vegetables and less 
frequent use of soft drinks. Body mass index and the prevalence of overweight are, in general, lower in young people 
who eat breakfast, which is also advocated as a way of improving cognitive function and academic performance. 
Eating breakfast daily is less common among girls and in families with lower socioeconomic status and decreases 
with age. The latest data from the HBSC 2009/2010 study (16) show that this is also the case among Norwegian girls. 
In Norway, 76% of girls and 79% of boys aged 11 years reported that they ate breakfast every school day, which is 
higher than the HBSC average of 71% but lowest among the Nordic countries (Sweden 86%, Denmark 82%, Iceland 
81%, Finland 79%).
The informants indicated why they regarded school breakfasts as a success (even though very few schools offer breakfast): 
the children could eat together, with adults (teachers) who knew them in a different way to their parents, sometimes 
in classrooms so that they were in small groups. The teachers said that children were calmer and studied better when 
they had breakfast at school. However, in the political debate concerning the provision of breakfast and lunch in schools, 
breakfast is currently considered a family responsibility. Those working in education (teachers and trainers) or nutrition 
promotion at county or municipal levels, as well as those leading national civil society alliances, all expressed a wish 
to see meals provided in schools, in accordance with national guidelines, rather than food brought from home. A 2006 
report mapping the situation and modelling five options for the costs of and potential for providing lunch in schools noted 
that, owing to the principle of free education in Norway, it would be very difficult to implement a lunch model based on 
out-of-pocket payments (47).
Potential for improvement
Public procurement guidelines are needed to ensure that food provided in school settings, as well as in other public 
institutions such as care homes and hospitals, is in line with the Norwegian food-based dietary guidelines (48).
3.3 Findings in relation to social inequalities in dietary intake
Social inequalities in health persist in Norway. Examples of health problems that are unevenly distributed in the population 
are cardiovascular diseases, overweight and obesity and type 2 diabetes. These conditions are linked to lifestyle and 
behavioural factors such as diet, physical activity, harmful use of alcohol and tobacco use. There is consequently much to 
indicate that social differences in lifestyle are a contributory factor in social inequalities in health.
The overall evaluation aims of the external expert group in relation to social inequalities in dietary intake were to discover:
•	 examples	in	the	Action	Plan	of	structural	measures	that	have	particularly	focused	on	reducing	social	inequalities	in	
diet;
•	 examples	of	important	barriers	to	reducing	social	inequality	in	nutrition	and	diet;
•	 the	potential	for	improvement.
3.3.1 What the available data show
In terms of trends in social inequalities in diet, the available disaggregated data for adults were limited to sex and age 
cross-linked with level of education (basic compared to university). 
Among schoolchildren there does seem to have been a levelling-up of the social gradient in the consumption of fruit in 
the period 2005–2009 when cross-linked with their parents’ socioeconomic status. Among girls, the greatest increase 
was in families with a middle socioeconomic status (approximately 12%), whereas among boys the greatest increase 
was in those from families with a lower socioeconomic status (approximately 19%, compared to 11% for those with a 
middle socioeconomic status and 9% for those with the highest socioeconomic status). There are, however, limited data 
regarding food availability and more upstream social determinants that affect health behaviour, such as food choices and 
dietary intake.
3.3.2 Findings from interviews with key informants and related documentation
In sections 3.1–3.3, informants mentioned both universal and selective interventions, largely at the upstream/structural 
and midstream/risk reduction levels, that can be understood as contributing to a reduction in social inequalities in diet. 
These included the following measures.
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•	 The	free	fruit	scheme	and	other	projects	have	been	introduced	in	schools	to	increase	the	availability	of	healthy	food	
in school settings.
•	 The	keyhole	labelling	initiative	has	been	introduced,	including	pre-testing	with	a	wide	range	of	stakeholders	to	see	
how they responded to the key messages as well as annual follow-up surveys which include information about level 
of income, education and number of children living at home. The 2012 survey included a question on ethnicity derived 
from the Statistics Norway surveys.
•	 The	proposed	regulations	on	 restricting	 the	marketing	of	unhealthy	 foods	 to	children	and	young	people	will,	as	a	
universal measure, have a potential impact on social inequalities in diet by reaching all children without regard to 
their socioeconomic background.
•	 Healthy	living	centres,	particularly	the	Good	Food	low	threshold	diet-related	scheme	and	the	Active	in	the	Daytime	
project, have a selective focus on the level of risk reduction and/or effect mediation. A report from Modum 
municipality showed that approximately 60% of those attending the centres were unemployed or outside the labour 
market, which is consistent with figures from 2010. Specific projects (particularly those with ethnic minorities and/
or migrants) included Romsås in Motion (which was in place before the Action Plan commenced), the cohort study 
of pregnant women looking at ethnic diversity in response to the huge prevalence of gestational diabetes in ethnic 
communities, and the materials about nutrition and diabetes produced by the Diabetes Association of Norway 
using fruit, vegetables and foods consumed by different ethnic groups to communicate messages about healthy 
eating.
•	 Targeted	communication	initiatives	have	been	undertaken,	including	the	translation	of	key	nutrition	information	into	
several languages (the keyhole labelling brochure was translated into 14 languages) and/or the use of oral as well as 
print media. Key examples include the workshop on diet and minorities, the 2008 nutrition prize focusing on promoting 
healthy diets among immigrants and cooperation with the largest immigrant newspaper about nutrition.
There is enough information to show that in principle there seems to be a good balance between social reform, risk 
reduction and mediation at universal and selective levels. More information is, however, needed to say with certainty 
whether the balance between upstream, midstream and downstream universal and selective interventions is right and/
or whether it is making a contribution to tackling social inequalities in diet. There has been a strong emphasis on the 
implementation of upstream/structural interventions that are largely universal in focus. From the interviews with key 
informants, it does, however, seem that the balance and coordination across each category (that is, improvements 
in making universal interventions more responsive to the specific needs of some population groups, such as ethnic 
minorities) could be strengthened.
Some initiatives could be improved. For example, some key informants called for the free fruit scheme to be available in 
all schools instead of only some, “to move from being halfway there to being universal in coverage”. The scheme was 
intended to be universal, but implementation seems to have been selective. In a research project offering free fruit in 
schools, the impact on health inequalities was measured using data disaggregated by sex and parents’ education. The 
offer of free fruit and vegetables at school increased fruit intake among pupils aged 10–12 years between 2001 and 
2008, but vegetable intake did not increase significantly. The effect was the same for boys and girls, and for children of 
parents with higher or lower education. The programme clearly had an effect both on boys and on children of parents 
without a higher education. Related to this, some of the key informants, particularly those who worked with ethnic 
groups or on selective initiatives, indicated that there needed to be greater mainstreaming of inequalities-sensitive 
practice and/or systematization of initiatives, as there are many different specific and short-term projects. Some of the 
key informants indicated the need for increased, or more sustained, funding to enable longer-term action and impact, 
noting that funding is critical to avoid workers “burning out”. Nearly all those working with ethnic groups noted the 
need for greater integration and linkage of inequalities-sensitive practice into the mainstream and universal system.
The keyhole labelling initiative is being monitored in different social groups by level of education, marketing legislation 
and targeted materials. This monitoring exercise seems to be promising in terms of the potential health impact of tackling 
social inequalities in diet.
In contrast, most of the key informants working with people who have lower levels of income and/or education and/or 
belong to ethnic minorities, considered that there needs to be more deliberate and focused action to close gaps in diet 
and/or in social inequalities that affect food choices.
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The universal services are seen as fundamental to such action but some extra effort is required to make them responsive. 
One informant noted that most immigrants have no idea how to use the health services – understanding what is available, 
why it is important to use them and so on. On the other hand, immigrants have been identified as using services four times 
as much as native Norwegians, although this also relates to the responsiveness and quality of the system. Such frequent 
use is often the result of problems with communication, such as the unavailability of a translator or the complexity of 
symptoms and/or co-morbidities.
The feedback from informants was that good intentions (as reflected in the second main goal of the Action Plan) are not 
in question, but there seems to be a challenge in putting them into practice in terms of understanding what needs to be 
done differently, doing it systematically and following up to see if there has been a reduction in social inequalities as a 
result. Those working in the field of social inequalities do not necessarily see some of the key changes needed to make a 
difference, or whether any changes that have been made appear to be closing the gaps. This last issue may also be linked 
to whether programmes are being evaluated for their impact on inequalities and/or whether the right data are available 
to make such an assessment.
Some projects and initiatives do focus on social inequalities in diet (in relation to socioeconomic characteristics such as 
level of education, ethnicity and minority), although some of the key informants indicated that these are not necessarily 
systematic, coordinated or documented, nor monitored for distribution of impact or effect.
An important consideration is the need to build up the competences of public health and clinical professionals who work 
with migrants and different ethnic groups rather than focusing on culture. This needs to be done through elements in 
undergraduate, postgraduate and continuing professional education courses.
Settings-based approaches, which are largely at the midstream and risk reduction level, are considered important in 
tackling social inequalities in diet. They include health centres, health visitors, kindergartens (particularly because they 
are cost-effective and have a wide reach), school health services and healthy living centres.
The evaluation of interventions with the purpose of assessing the distribution of impact, change and/or outcomes 
seems to be a challenge as regards the impact of interventions on social inequalities, and also in the more systematic 
use of disaggregated data on socioeconomic status and ethnicity. This is particularly the case with data for monitoring 
the impact of various initiatives on different ethnic or minority groups as part of an overall mainstream and regular 
monitoring effort.
There seem to be better data on different socioeconomic groups than on minority groups or by ethnicity. Data on ethnic 
minority groups seem to be strong from the early part of this century, when some major studies provided the basis for the 
Oslo Immigrant Health Profile. It is not clear what other national data are available or being collected. There is a need to 
collect data on migrants and ethnic minority groups throughout the country.
Examples of barriers to reducing inequalities in nutrition and diet
The question of attribution is a challenge. Nutrition is part of a broader effort to strengthen public health overall, and 
the Action Plan was introduced at the same time as a whole-government approach to tackling social inequalities. The 
linkages and connections need to be analysed, to see what other macro-level policies in relation to, among other areas, 
education and social protection that were put in place in the period 2007–2012 may also have contributed to a levelling-
up of inequalities across different social groups.
Potential for improvement
Table 6 provides an overview of examples of social reform identified during the interviews and in a review of key 
documents that have either had a particular focus on reducing social inequalities in diet and/or generally or that aimed 
to create a more enabling environment for supporting positive health behaviour.
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Universal
Selective
Marketing legislation.
Keyhole labelling system for 
food.
Fiskesprell in kindergartens.
Free fruit in schools programme. Legislation for the policy has to be 
in place but it is delivered using a settings-based approach. This is 
categorized as universal (as with Fiskesprell) because it is available to 
all children in the relevant school settings but not selective in its focus 
from an inequalities perspective.
Reduction in costs to families 
associated with secondary 
education (such as paper and 
books) by gradually providing this 
equipment free, and efforts to 
increase attendance in secondary 
schools, with the aim of creating 
equal opportunities in later life.
Action to reduce the upper limit 
on kindergarten fees by 18% in 
2006 and introduction of pilot 
projects allowing attendance at 
kindergarten free at specified times 
during the week for children living in 
multiethnic or disadvantaged areas.
Testing of keyhole labelling with 
selected groups (those with low 
levels of education or low language 
skills, migrant and ethnic groups) 
so that a structural measure is 
responsive to all groups.
Changes to primary care practice 
among general practitioners 
regarding nutrition and lifestyle 
advice. For example, enabling doctors 
to charge an hourly rate for situations 
where they are giving lifestyle advice 
(such as on diet), particularly for 
people with type 2 diabetes or high 
blood pressure not being treated with 
medicine.
Antenatal cohort study among 
women from ethnic minorities to 
generate information in relation to 
gestational diabetes and including a 
targeted post-natal physical activity 
and weight loss initiative.
Health information and  
education campaigns such as 
a cookbook and school health 
promotion activities.
Targeted communication initiatives, 
including translation of key nutrition 
information into several languages 
(the keyhole labelling brochure was 
translated into 14 languages) and/or 
use of both oral and print media.
Tailored health information for 
different ethnic and/or minority 
groups such as that produced by the 
Diabetes Association.
Healthy living centres, particularly the Bra Mat low threshold diet-
related scheme and Active in the Daytime in Oslo and Nordland county. 
These programmes are aimed at people who are unemployed, on sick 
leave and/or from different ethnic minorities.
Table 6. Examples of social reform focusing on reducing social inequalities in diet  
and/or generally or aiming to support positive health behaviour
Measure Social reform Risk reduction Effect mediation 
 (upstream or structural) (midstream) (downstream)
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These interviews and documents indicated that monitoring of whether these interventions are making a difference to 
social inequalities in diet remains a challenge. Key issues include the following.
•	 The	collection,	measurement	and	monitoring	of	sex-	and	age-disaggregated	data,	cross-linked	with	two	or	three	key	
and agreed socioeconomic determinants as well as ethnicity, need to be strengthened and perhaps a minimum set of 
equity criteria developed.
•	 Some	of	those	administering	and	implementing	the	universal	measures,	particularly	at	the	social	reform	level,	need	
to recognize that equity issues should be considered as part of the regular monitoring and assessment of effective 
programme implementation. This is linked to the first issue, and it became apparent in discussions about health 
services at all levels, both general and nutrition-related. There seems to be an implicit assumption that if a service or 
intervention is intended to be universally available, then it is actually universally available and accessible in practice. 
This assumption needs to be tested as part of good practice in ensuring that universal and/or effective coverage is 
actually happening.
•	 Can	any	differences	 (such	as	changes	 in	 rates	or	prevalence)	be	attributed	 to	 the	 intervention	 (social	 reform,	 risk	
reduction, effect mediation) and whether it is universal or selective? The further downstream and more selective an 
intervention, the easier it is to measure and assess attribution.
•	 Is	the	rate	of	change	faster	in	more	disadvantaged	groups?	That	is	one	of	the	ideas	behind	levelling-up	across	the	social	
gradient so as to improve health faster among the population groups considered to have poorer health outcomes. There 
is not enough information to answer this question, nor is there a quantitative target that would enable measurement of 
whether the hoped-for change is being realized. Change does, however, seem to be in the right direction in some instances: 
for example, more schoolchildren are consuming fruit, berries and vegetables at least once a day.
4. Overall recommendations of the evaluation
4.1 General recommendations
The Norwegian nutrition policy has increased knowledge on nutrition and health in the population. The main changes 
in the diet have been as seen in other WHO European Member States: a reduction in the consumption of fat (mainly 
saturated fat) and an increase in the consumption of vegetables, fruit and cereals. Diet and meal patterns are changing 
rapidly, especially among the younger generation, and public health campaigns are losing ground to aggressive marketing 
of foods high in fat, sugar and salt. Even though heart disease has almost halved during the past three decades, the 
proportion of adult obesity in Norway is now as high as in the rest of Scandinavia: about 10%.
There are several challenges as well as positive trends in the current developments in diet. The content of saturated 
fat is now significantly higher than recommended. The consumption of added sugars has decreased since 2000 but is 
still higher than recommended. The content of dietary fibre has increased but is still lower than recommended. On the 
positive side, the dietary content of protein, trans fat and polyunsaturated fat has remained at the recommended level 
during the period of the Action Plan. Furthermore, the consumption of vegetables, fruit and berries has increased over 
time, including during the period 2005–2010. Current dietary habits must be seen not only in relation to the period of the 
Action Plan but also to work over several decades.
4.2 Specific recommendations regarding the Action Plan
The authorities, health professionals, private sector and civil society alike perceived the Action Plan with enthusiasm as 
a supportive tool at local level for initiating and implementing nutrition-related activities. In particular, local professionals 
used it to advocate the monitoring of food and meals provided in kindergartens for compliance with regulations referring 
to the Directorate of Health’s guidelines for kindergartens, which were revised as a result of the Plan.
The allocation of measures between the various ministries showed that the Plan was primarily rooted in the context of 
health. There are many good reasons why this is the case, but it could also be a challenge with regard to distributing 
ownership and commitments to the other ministries involved. Ideally, sectors other than health should see how health-
related work contributes to achieving their objectives.
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There were, however, no clear timeline, budgets, earmarked funding or targets/milestones for the different measures in the 
Plan. Furthermore, the preciseness of the language describing the different measures varied from the specific, for example: 
“1.4 Publish a basic cookery book for everyday use in the population” to the vaguer “4.8 Encourage school owners to strengthen 
food and meal programmes in before- and after-school programmes for schoolchildren”. The content of the measures also 
differs between those that were a continuation of previous activities, such as “7.5 Continue nutrition and diet initiatives 
together with physical activity and anti-tobacco programmes as a priority focus in partnerships for public health”, and others 
that were new activities, for example: “1.3 Implement a campaign to promote consumption of fish and other seafood”.
There is a need to strengthen the steering mechanism with regard to funding and financing mechanisms.
4.2.1 Core activities
According to the findings from interviews and other available material, many activities should be considered for 
continued support. The observations of the expert group are based on the experience of the people, institutions and 
health professionals involved and the likelihood of positive effects. These activities include the following:
•	 the	 distribution	 of	 free school fruit in lower secondary schools (grades 8–10) and combined primary and lower 
secondary	schools	(grades	1–10),	which	should	be	extended	to	include	primary	schools;
•	 the	common	Nordic	keyhole labelling system, mentioned by various informants as one of the supportive tools for the 
Action	Plan;
•	 the	 Fiskesprell	 fish	 project,	 implemented	 by	 most	 counties	 in	 kindergartens	 to	 improve	 the	 nutrition	 skills	 and	
competence of kindergarten staff, which had positive effects on kindergarten children in terms of preparation skills 
and taste preferences with regard to the consumption of fish. 
Communication. The Dialogue Forum was acknowledged by all informants as an important step towards improving 
collaboration with the Ministry of Health and Care Services and, especially, the private sector. All private sector 
informants agreed that the Forum should continue, and that it could be even more useful if smaller and more frequent 
meetings were held on specific topics and based more closely on a real dialogue. Other measures such as the 
development of the Matportalen, Helsedirektoratet and HelseNorge web sites and the publication of the Cookbook 
for all, were also popular.
Targeted communication initiatives, including the translation of key nutrition information into several languages and/or 
the use of oral as well as print media, should be continued. Key examples include the workshop on diet and minorities, the 
2008 nutrition prize focused on promoting healthy diets among immigrants, and cooperation with the largest immigrant 
newspaper about nutrition.
Activities at local level. In the education sector, barriers were encountered in the form of a lack of available tools, expertise 
or financial resources. It was repeatedly reported that there is a need for more teaching staff to receive appropriate 
training about food and nutrition, the nutrition content in the curriculum could be improved, and the provision of good, 
healthy food options in schools could be scaled up. Examples of nutrition programmes being adopted into the plan for a 
safe and healthy childhood and the incorporation of the Good Food training course into municipal and financial planning 
should be repeated more widely.
Key personnel and competence in nutrition. The range of domestic approaches that should be implemented or proposed 
to address the projected shortage of nutritionists, especially in primary health care, could include both short- and longer-
term initiatives, legislative as well as programme development activities, and national as well as municipal or local 
efforts. It was considered essential that those involved should represent a broad range of stakeholders.
Focus on social inequalities in diet. Although the Action Plan has two overarching policy priorities (social inequalities and 
cross-cutting issues), informants felt that it was unclear how these priorities should be translated into action. This led to 
the recommendation that policy action needs to be strengthened and reoriented from mainly universal coverage towards 
a focus on the specific needs of low income groups and ethnic minorities.
Many of the other measures, such as the above-mentioned Good Food low threshold diet-related scheme at healthy living 
centres, Fiskesprell in kindergartens, the free fruit scheme at schools and the keyhole labelling system, are important and 
relevant measures for reducing inequalities in health.
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4.2.2 Monitoring challenges
There appeared to be several challenges associated with the monitoring of nutrition-related issues, including a lack of 
disaggregated data and of specific consumer investigations into changes in consumers’ knowledge and into the status 
of nutrition in nursing and care services. There were also insufficient data to provide a coherent picture of dietary 
behaviour among certain population groups that could be used by health professionals to respond to and in dialogue 
with vulnerable groups such as pregnant women and infants. For example, neonatal records could be included more 
frequently in routine data collection. Data on antenatal health care (such as maternal weight, height and weight gain) 
could be collected to ensure that this group is covered and to allow for sufficient disaggregation so as to provide 
useful data on inequalities and other issues, such as infant feeding. In terms of trends in social inequalities in diet, 
the available disaggregated data for adults were limited to sex and age cross-linked with level of education (basic 
compared to university).
4.3 Key priorities in nutrition policy 
The Action Plan should be seen as an example of good practice in the application of the WHO Health 2020 policy 
framework. The implementation of the Action Plan does, however, require a whole-government and whole-society 
approach, and the emphasis on decentralization is creating some difficulties for the implementation of action plans at 
local level. While the question of local autonomy is important in addressing multilevel governance, it is recognized that 
empowerment and ownership both top-down and bottom-up may improve implementation. 
In future policy-making related to nutrition, such as a new action plan, consideration should be given to the number of 
action points, targets for action points and milestones, a time-line for implementation, a detailed budget and a more 
structured reporting mechanism.
There is room for improvement with regard to ownership by the various ministries involved. One suggestion is to establish 
a steering group for the Action Plan. The role and responsibility of the Nutrition Council should also be clarified. The 
Directorate of Health is a key leader for public health policy at both national and European levels, so re-investment in 
it would be crucial. As an example, the nutrition surveillance system allows for the monitoring of key challenges with 
regard to nutrition. These priorities, for example the focus on vulnerable groups in data collection, need to be followed 
up closely to ensure that they are indeed integrated within the nutrition surveillance system.
4.3.1 Increasing nutrition competence among consumers
It is important to garner more information about consumer behaviour and the role of incentives. For example, 
research would be useful to validate how well the keyhole labelling system is able to affect various determinants 
of behaviour.
The Directorate of Health could consider incentives for local policy-makers and organizations working with low 
opportunity and/or ethnic and cultural minorities to encourage a balanced diet among social risk groups. An example 
might be a booklet for local authorities offering examples of good practice in providing healthy nutrition in low 
opportunity groups. The Directorate of Health could encourage this approach by rewarding good practice by local 
authorities.
Further development of work on communication could include the production of pictorial aids, such as food pyramids or 
food plates, for dissemination in support of the national guidelines. Training sessions for media professionals working 
regularly with nutrition could also be considered.
More emphasis should be given to making healthier ready-to-eat meals available from fast food and kiosk outlets.
4.3.2 Visibility of nutrition activities at local level
The Action Plan was used by various actors at local levels, working in different contexts to achieve a number of outcomes. 
This applied both to the written document, which could be used in negotiation with other local partners, and to its 
existence as legislation enabling it to be used for advocacy and in education. As stated above, the Action Plan was 
an important policy instrument at local level as wherever it needed implementation, it was crucial to train key staff to 
increase their competence in nutrition.
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There might be potential in increasing the number of individual nutrition consultations in primary care and making them 
available in institutions. The healthy living centres could be one arena, but other parts of the health system could also 
provide this service.
Healthy living centres, particularly the Good Food low threshold diet-related scheme and the Active in the Daytime 
project, have a selective focus on the level of risk reduction and/or effect mediation. A report from Modum municipality 
showed that approximately 60% of those attending the centres were unemployed or outside the labour market, which is 
consistent with figures from 2010.
There were also examples of specific projects, particularly with ethnic minorities and/or migrants, such as Romsås 
in Motion (which was in place before the Action Plan commenced), or the cohort study of pregnant women being 
undertaken to look at ethnic diversity and in response to the huge prevalence of gestational diabetes. The Diabetes 
Association of Norway has done important work in producing materials about nutrition and diabetes, using fruit, 
vegetables and foods consumed by different ethnic groups to communicate messages about healthy eating.
The continuous implementation of projects such as these should be considered to ensure the sustainability and visibility 
of nutrition activities at local level.
4.3.3 Increasing nutrition competence – health professionals
There is a need for improvement in the health care services with regard to formal written procedures for assessing 
nutritional status, night fasting, and knowledge about nutrition and about daily practice in preventing, identifying and 
treating malnutrition.
Nutrition-related work should be well-integrated in institutions at local level to ensure that the skills and status of 
practitioners are more visible and valued, and to reduce the dependence on non-expert nutrition enthusiasts, which to 
some extent appears to be the case today.
There is a lack of targeted nutritional education in training courses for health care professionals.
More emphasis needs to be placed on building up the competences of public health and clinical professionals working 
with migrants and various ethnic groups and less on the present focus on culture. This needs to be done as part of 
undergraduate, postgraduate and continuing professional education courses.
Only broad and inclusive multisectoral planning at the national level, including ensuring an appropriate geographical 
distribution, will allow for effective coordination in scaling up the numbers of students and aligning professional education 
in nutrition with national nutritional needs.
Competence regarding nutrition should be built up among schoolteachers through appropriate training in nutrition and 
food. In addition, the nutrition content in curricula needs to be looked into, as well as the provision of good, healthy food 
options in schools.
4.3.4 Strengthening action on social inequalities in diet
The following are recommendations in relation to both universal and selective interventions that could be extended and 
or enhanced to make a greater impact on social inequalities in diet.
The overarching recommendation is that disaggregated data (at least sex and age) cross-linked to at least two or three 
socioeconomic determinants (level of education, income, occupational status, ethnicity, etc.) should be collected more 
systematically and routine analysis undertaken. Rather than seeking to have a massive data set for a possible new 
nutrition action plan, it could be useful to develop a minimum indicator set (no more than three to five indicators) for 
making assessments.
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Further recommendations include the following.
•	 The	fruit	scheme	should	be	expanded	to	make	it	universal	and	available	in	all	schools.
 Rationale/evidence is found in work by Bere et al. (49) about the impact on health behaviour and parents not being 
willing to take up the subsidized scheme, together with evidence about early child development showing that 
increased exposure in kindergartens and primary schools should mean that good eating habits are developed earlier, 
are more entrenched and are better for learning.
•	 Work	 should	 be	 undertaken	 on	 costing	 a	 healthy	 food	 basket	 to	 identify	 the	 relative	 costs	 for	 all	 groups	 in	 the	
population of a diet that is in accordance with the recommended guidelines.
 Rationale/evidence: other interventions are important, particularly in relation to the effective adoption of healthy 
behaviour. If it costs too much to eat healthily out of a lower family income, there will be less change and potentially 
widening social inequalities with the higher income groups who can afford the cost.
•	 Existing	 structural	 measures	 should	 continue	 to	 be	 implemented,	 including	 keyhole	 labelling	 and	 price	 policies	
(including taxes and subsidies) as well as other types of incentive.
 Rationale/evidence: such measures seem to be having the desired effect but more evidence is needed about the 
impact of taxes on unhealthy foods and the lowering or removal of taxes on healthier foods as well as about other 
incentives and measures affecting price. This is important from a social inequalities perspective and relates to being 
able to afford to live in a healthy way and to the healthy food basket (50).
•	 An	inventory	of	nutrition	projects	and/or	initiatives	(current	and	past	five	years)	should	be	developed	focusing	on	social	
inequalities and specific groups in the population defined by socioeconomic status, place of residence, ethnicity, etc.
 Rationale/evidence: it would be useful to get an overview of the nutrition initiatives that could be classified as aiming 
to reduce social inequalities in diet. This could be used to find out whether more selective initiatives are needed for 
action on social inequalities in diet and nutrition, and whether more effort needs to be put into capturing the learning 
from these initiatives in guidance and integrating it into mainstream practice and universal services for nutrition and 
diet. Such an overview should also enable peer learning and exchange between different stakeholders looking to 
do similar work. Examples of similar inventories or catalogues are A better life for children and adolescents through 
diet and exercise. Nordic catalogue of initiatives and best practice for improved health and quality of life via diet and 
physical activity (51).
•	 An	equity-focused	assessment	should	be	undertaken	of	the	clinical	and	public	health	nutrition	services	offered	as	part	
of the health system (at all levels) to identify whether there are gaps in relation to specific groups in the population, 
including those with lower levels of education, migrants and ethnic minority groups.
 Rationale/evidence: it was not clear from interviews with the key informants or from the available information 
whether there is a focus on social inequalities in the nutrition services at the downstream/individual intervention 
level. The obligation to provide equal health services to all, regardless of gender, economic circumstances, etc., is set 
out to some extent directly in the health laws as well as in the general duty of the equal carrying out of public service 
in the anti-discrimination legislation. According to the Patients’ Rights Act, patients can complain to the supervision 
authorities, who work independently of political management dealing with complaints from the public and carrying 
out systematic surveys of the health services.
•	 An	agreed	set	of	minimum	criteria	should	be	developed	for	evaluating	the	social	inequalities	impact	of	interventions	
implemented in the existing Action Plan and a possible new nutrition action plan.
 Rationale/evidence: there is already a good set of data in the system and the generation of infinite data collection or 
a call for a whole new set is not desirable.
•	 A	system	or	process	should	be	put	in	place	to	ensure	the	collection	of	relevant	disaggregated	data	(socioeconomic	
status, ethnicity, etc.). A minimum set can be collected and accessed and used for monitoring and evaluation.
 Rationale/evidence: from interviews with the key informants it is clear that a better use of existing data could help.
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There seems to be a need for a greater mainstreaming of inequalities-sensitive practice and/or systematization of 
initiatives in view of the many specific and short-term projects.
The proposed regulations restricting the marketing of unhealthy foods aimed at children and young people could 
have an impact on social inequalities in diet by reducing the likelihood of some groups of children and young people 
being more exposed, because of their socioeconomic background, to such marketing and therefore more differentially 
vulnerable.
5. Future policy priorities 
Several issues relating to monitoring should be considered. The current surveillance system does not allow for stratified 
distribution between different social groups. In addition to the need for disaggregated data on diet, further consideration 
should be given to monitoring and assessing the distribution of impact, change and outcome of the various measures 
(such as keyhole-labelled products, communication efforts and fruit and vegetable schemes in schools) for the social 
groups differentiated by socioeconomic status.
Regular consumer studies would provide a more detailed picture of consumers’ behaviour, including whether the keyhole 
labelling system reaches all levels of the population.
There is also a need for an analysis of the linkages and connections with other macro-level policies in relation to education, 
social protection and so on, and how they influence inequalities between different social groups.
Initiatives and projects aimed at reducing social inequalities in nutrition and diet should have a particular focus on 
monitoring and documenting the distribution of impacts and effects. 
Monitoring that measures process indicators should be carried out at district as well as provincial, national, regional and 
global levels. Apart from ensuring that activities are being implemented in the agreed manner, it allows decision-makers 
to stay aware of all the problems and constraints that may slow down progress and provides them with the information 
they may need to refine their planning.
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di
tio
ns
), 
th
e 
Ye
ar
 o
f t
he
 P
ot
at
o 
an
d 
ot
he
r m
ed
ia
 
in
iti
at
iv
es
. T
he
 D
ire
ct
or
at
e 
of
 H
ea
lth
 p
ar
tic
ip
at
ed
 in
 2
00
8 
in
 
th
e 
si
x-
pr
og
ra
m
m
e 
TV
 s
er
ie
s 
Ly
st
 &
 la
st
 [P
le
as
ur
e 
an
d 
bu
rd
en
], 
fo
cu
si
ng
 o
n 
nu
tri
tio
n-
 a
nd
 d
ie
t-r
el
at
ed
 to
pi
cs
.
Si
nc
e 
20
10
, t
he
 N
or
w
eg
ia
n 
Se
af
oo
d 
Co
un
ci
l h
as
 in
cr
ea
si
ng
ly
 
fo
cu
se
d 
on
 th
e 
do
m
es
tic
 m
ar
ke
t. 
Fo
r t
he
 fi
rs
t t
im
e 
it 
ha
s 
ru
n 
co
m
m
er
ci
al
s 
fo
r s
al
m
on
 o
n 
TV
.
A 
w
or
ki
ng
 g
ro
up
 a
pp
oi
nt
ed
 b
y 
th
e 
N
at
io
na
l 
N
ut
rit
io
n 
Co
un
ci
l 
w
en
t t
hr
ou
gh
 a
ll 
th
e 
re
le
va
nt
 a
va
ila
bl
e 
re
se
ar
ch
 li
te
ra
tu
re
 a
s 
th
e 
ba
si
s f
or
 th
e 
re
po
rt 
Di
et
ar
y a
dv
ic
e 
fo
r p
ro
m
ot
in
g 
pu
bl
ic
 h
ea
lth
 a
nd
 
pr
ev
en
tin
g 
ch
ro
ni
c 
di
se
as
es
. T
he
 re
po
rt 
ha
s 
a 
th
or
ou
gh
 s
ci
en
tifi
c 
ba
si
s.
 It
 w
as
 d
ev
el
op
ed
 th
ro
ug
h 
an
 o
pe
n 
an
d 
tra
ns
pa
re
nt
 p
ro
ce
ss
 
an
d 
ne
tw
or
k c
on
su
lta
tio
n 
an
d 
w
as
 la
un
ch
ed
 a
t a
 la
rg
e 
m
ee
tin
g 
in
 
Ja
nu
ar
y 
20
11
.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 p
ub
lic
ize
d 
th
e 
sp
ec
ifi
c 
di
et
ar
y 
re
co
m
m
en
da
tio
ns
 fr
om
 th
e 
re
po
rt 
in
 b
ro
ch
ur
es
, p
os
te
rs
, 
on
lin
e 
ar
tic
le
s 
an
d 
le
ct
ur
es
 s
o 
as
 to
 d
is
se
m
in
at
e 
ad
vi
ce
 a
nd
 
in
fo
rm
at
io
n 
to
 c
ou
nt
y 
au
th
or
iti
es
, c
lin
ic
s,
 d
oc
to
rs
’ s
ur
ge
rie
s 
an
d 
ot
he
r m
ed
ia
to
rs
. T
he
 la
un
ch
 o
f t
he
 re
po
rt 
an
d 
di
et
ar
y 
gu
id
el
in
es
 
cr
ea
te
d 
a 
br
oa
d 
de
ba
te
 a
nd
 w
id
e 
m
ed
ia
 c
ov
er
ag
e.
 T
he
 re
po
rt 
al
so
 d
re
w
 b
ro
ad
 in
te
rn
at
io
na
l a
tte
nt
io
n 
an
d 
re
co
gn
iti
on
.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
1.
2 
Co
m
m
un
ic
at
e 
of
fic
ia
l 
di
et
ar
y 
gu
id
el
in
es
 in
 s
pe
ci
fic
 
te
rm
s
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re
sp
on
si
bl
e
Th
e 
fo
od
 in
du
st
ry
’s 
in
fo
rm
at
io
n 
of
fic
es
 o
ffe
r 
ge
ne
ric
 in
fo
rm
at
io
n 
an
d 
w
er
e 
bu
sy
 w
ith
 
co
m
m
un
ic
at
io
ns
 a
ct
iv
iti
es
 d
ur
in
g 
th
e 
pe
rio
d 
of
 
th
e 
Pl
an
.
Th
e 
M
in
is
try
 o
f A
gr
ic
ul
tu
re
 &
 F
oo
d 
pa
rti
ci
pa
te
d 
in
 th
e 
de
ba
te
, p
ar
tic
ul
ar
ly
 in
 re
la
tio
n 
to
 a
dv
ic
e 
re
le
va
nt
 to
 a
gr
ic
ul
tu
ra
l a
nd
 fo
od
 p
ol
ic
y, 
w
ith
 
fe
at
ur
e 
ar
tic
le
s 
am
on
g 
ot
he
r t
hi
ng
s.
 T
he
 
M
in
is
try
 o
f F
in
an
ce
 s
up
po
rte
d 
th
e 
M
ee
tE
at
 
co
nf
er
en
ce
 in
 2
01
1.
 T
he
 g
oa
l o
f t
hi
s 
co
nf
er
en
ce
 
w
as
 to
 im
pr
ov
e 
th
e 
di
al
og
ue
 b
et
w
ee
n 
th
e 
hu
m
an
 a
nd
 v
et
er
in
ar
y 
m
ed
ic
in
e 
an
d 
fo
od
 
te
ch
no
lo
gi
ca
l e
nv
iro
nm
en
ts
 o
n 
di
et
 a
nd
 
nu
tri
tio
n.
Th
e 
pr
oj
ec
t w
as
 e
va
lu
at
ed
 th
or
ou
gh
ly
 in
 2
01
2.
Ki
nd
er
ga
rte
n 
st
af
f h
av
e 
be
en
 a
sk
ed
 to
 e
va
lu
at
e 
th
e 
pr
oj
ec
t a
lo
ng
 th
e 
w
ay
 a
nd
 a
n 
ev
al
ua
tio
n 
su
rv
ey
 is
 s
en
t t
o 
al
l p
ar
tic
ip
at
in
g 
lo
w
er
 
se
co
nd
ar
y 
sc
ho
ol
s.
In
 a
 m
ap
pi
ng
 o
f m
ea
ls
, p
hy
si
ca
l a
ct
iv
ity
 a
nd
 
en
vi
ro
nm
en
ta
l h
ea
lth
 in
 k
in
de
rg
ar
te
ns
 in
 s
pr
in
g 
20
11
, 3
7%
 o
f t
he
 a
dm
in
is
tra
to
rs
 (n
=1
37
5)
 a
nd
 
29
%
 o
f t
he
 h
ea
d 
te
ac
he
rs
 (n
=1
10
0)
 re
sp
on
de
d 
th
at
 a
t l
ea
st
 o
ne
 m
em
be
r o
f s
ta
ff 
in
 th
ei
r 
ki
nd
er
ga
rte
n 
ha
d 
pa
rti
ci
pa
te
d 
in
 a
 F
is
ke
sp
re
ll 
co
ur
se
.
Co
m
m
un
ic
at
io
n 
of
 d
ie
ta
ry
 a
dv
ic
e 
ha
s 
be
en
 c
lo
se
ly
 li
nk
ed
 to
 th
e 
ke
yh
ol
e 
la
be
lli
ng
 s
ch
em
e,
 w
ith
 th
e 
m
ai
n 
fo
cu
s 
on
 th
e 
sc
he
m
e.
 
An
 u
np
ub
lis
he
d 
po
pu
la
tio
n 
su
rv
ey
 in
 J
an
ua
ry
 2
01
2 
sh
ow
ed
 th
at
 
co
ns
um
er
s 
kn
ow
 w
ha
t i
s 
go
od
 fo
r h
ea
lth
 in
 li
ne
 w
ith
 d
ie
ta
ry
 
re
co
m
m
en
da
tio
ns
, b
ut
 th
ey
 d
o 
no
t k
no
w
 th
at
 th
es
e 
ar
e 
th
e 
go
ve
rn
m
en
t’s
 re
co
m
m
en
da
tio
ns
.
A 
N
or
st
at
 s
ur
ve
y 
in
 2
01
1 
sh
ow
ed
 th
at
 th
re
e 
ou
t o
f f
ou
r p
eo
pl
e 
(7
4%
) h
av
e 
“v
er
y 
gr
ea
t c
on
fid
en
ce
” 
in
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
’s 
di
et
ar
y 
ad
vi
ce
.
  Th
e 
Fi
sk
es
pr
el
l p
ro
je
ct
 w
as
 s
ta
rte
d 
in
 a
ut
um
n 
20
08
, w
ith
 th
e 
go
al
 o
f i
nc
re
as
in
g 
aw
ar
en
es
s 
of
 th
e 
nu
tri
tio
na
l b
en
efi
ts
 o
f 
fis
h 
an
d 
ot
he
r s
ea
fo
od
 a
nd
 g
iv
in
g 
yo
un
g 
pe
op
le
 g
oo
d 
ta
st
e 
ex
pe
rie
nc
es
. T
hr
ou
gh
 th
e 
pr
oj
ec
t, 
st
af
f i
n 
ki
nd
er
ga
rte
ns
 a
nd
 
sc
ho
ol
s 
ar
e 
gi
ve
n 
ad
vi
ce
 o
n 
ho
w
 to
 p
re
pa
re
 a
nd
 p
re
se
nt
 
se
af
oo
d,
 a
ll 
w
ith
 a
 y
ou
th
fu
l t
w
is
t.
Fis
ke
sp
re
ll 
is 
a 
co
lla
bo
ra
tiv
e 
pr
oj
ec
t b
et
w
ee
n 
th
e 
M
in
ist
rie
s o
f 
Fis
he
rie
s &
 C
oa
st
al
 A
ffa
irs
 a
nd
 H
ea
lth
 &
 C
ar
e 
Se
rv
ice
s a
nd
 th
e 
Se
af
oo
d 
Co
un
cil
, w
hi
ch
 to
ge
th
er
 fu
nd
 it
 w
ith
 co
nt
rib
ut
io
ns
 fr
om
 
th
e 
fis
h 
sa
le
s o
rg
an
iza
tio
ns
. T
he
 D
ire
ct
or
at
e 
of
 H
ea
lth
 a
nd
 th
e 
Na
tio
na
l I
ns
tit
ut
e 
of
 N
ut
rit
io
n 
an
d 
Se
af
oo
d 
Re
se
ar
ch
 a
re
 p
ar
tn
er
s 
in
 th
e 
pr
oj
ec
t.
Fi
sh
er
ie
s 
&
 
Co
as
ta
l	A
ffa
irs
;	
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
1.
3 
Ca
rry
 o
ut
 a
 c
am
pa
ig
n 
to
 
pr
om
ot
e 
th
e 
co
ns
um
pt
io
n 
of
 
fis
h 
an
d 
ot
he
r s
ea
fo
od
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re
sp
on
si
bl
e
Am
on
g 
th
e 
he
ad
 te
ac
he
rs
 w
ho
 re
po
rte
d 
pa
rti
ci
pa
tio
n,
 4
8%
 s
ai
d 
th
at
 k
no
w
le
dg
e 
an
d 
ex
pe
rie
nc
es
 fr
om
 th
e 
co
ur
se
 h
ad
 b
ee
n 
us
ed
 to
 
a 
la
rg
e,
 o
r v
er
y 
la
rg
e,
 e
xt
en
t.
Th
e 
su
rv
ey
 a
ls
o 
sh
ow
ed
 th
at
 a
m
on
g 
th
e 
ki
nd
er
ga
rte
ns
 w
he
re
 s
ta
ff 
ha
d 
pa
rti
ci
pa
te
d 
in
 a
 c
ou
rs
e,
 a
 h
ig
he
r p
ro
po
rti
on
 s
er
ve
d 
fis
h 
or
 fi
sh
 p
ro
du
ct
s 
as
 p
ar
t o
f t
he
 w
ar
m
 m
ea
l 
on
ce
 a
 m
on
th
 o
r m
or
e 
of
te
n,
 c
om
pa
re
d 
w
ith
 
ki
nd
er
ga
rte
ns
 th
at
 h
ad
 n
ot
 p
ar
tic
ip
at
ed
 o
r 
w
he
re
 p
ar
tic
ip
at
io
n 
w
as
 n
ot
 k
no
w
n.
 
Th
e 
pr
oj
ec
t b
ui
ld
s 
on
 p
os
iti
ve
 e
xp
er
ie
nc
e 
w
ith
 a
n 
ea
rli
er
, s
im
ila
r 
pr
oj
ec
t f
un
de
d 
by
 th
e 
Se
af
oo
d 
Co
un
ci
l. 
Un
de
r t
he
 A
ct
io
n 
Pl
an
, 
th
e 
co
un
tie
s 
w
er
e 
in
vi
te
d 
to
 p
ar
tic
ip
at
e 
in
 th
e 
Fi
sk
es
pr
el
l p
ro
je
ct
 
fro
m
 a
ut
um
n 
20
08
, b
as
in
g 
it 
in
 th
e 
Pa
rtn
er
sh
ip
 fo
r P
ub
lic
 H
ea
lth
. 
As
 th
e 
pr
oj
ec
t i
s 
re
la
te
d 
to
 p
ub
lic
 h
ea
lth
 e
ffo
rts
 in
 e
ac
h 
co
un
ty
, 
its
 b
as
is
 a
nd
 lo
ng
-te
rm
 p
er
sp
ec
tiv
e 
ar
e 
en
su
re
d.
Al
l c
ou
nt
ie
s 
pa
rti
ci
pa
tin
g 
in
 th
e 
pr
oj
ec
t r
ec
ei
ve
 fi
na
nc
ia
l s
up
po
rt 
to
 o
rg
an
ize
 c
ou
rs
es
 fo
r s
ta
ff 
in
 p
rim
ar
y 
sc
ho
ol
s,
 a
fte
r-s
ch
oo
ls
 
an
d 
ki
nd
er
ga
rte
ns
, n
ur
se
s 
an
d 
pa
re
nt
s.
 T
he
 D
ire
ct
or
at
e 
of
 H
ea
lth
 
an
no
un
ce
s 
th
e 
fu
nd
in
g 
fo
r t
he
 c
ou
nt
ie
s 
ea
ch
 y
ea
r.
Pa
rti
ci
pa
tio
n 
in
 F
is
ke
sp
re
ll 
co
ur
se
s:
45
65
 k
in
de
rg
ar
te
n 
st
af
f (
19
91
 k
in
de
rg
ar
te
ns
) d
ur
in
g 
20
10
/2
01
1,
 
an
d 
91
2 
st
ud
en
t t
ea
ch
er
s 
+ 
61
6 
pr
e-
sc
ho
ol
 te
ac
he
rs
 d
ur
in
g 
20
09
/2
01
0.
Fi
na
nc
ia
l s
up
po
rt 
to
 b
uy
 fr
es
h 
pr
od
uc
e 
an
d 
m
at
er
ia
l g
iv
en
 to
:
29
40
 s
ch
oo
ls
 w
ith
 2
23
 4
69
 lo
w
er
 s
ec
on
da
ry
 s
ch
oo
l p
up
ils
 (s
in
ce
 
20
08
); 
14
80
 s
ch
oo
ls
 w
ith
 4
8 
50
7 
pr
im
ar
y 
sc
ho
ol
 p
up
ils
 d
ur
in
g 
20
09
/2
01
0.
Re
gi
st
er
ed
 fo
r t
he
 s
ch
oo
l y
ea
r 2
01
0/
20
11
:
12
31
	ki
nd
er
ga
rte
n	
st
af
f	(
55
7	
kin
de
rg
ar
te
ns
);
54
3 
st
ud
en
t t
ea
ch
er
s 
+ 
37
7 
pr
e-
sc
ho
ol
 te
ac
he
rs
 +
 7
0 
st
ud
en
ts
 in
 
pu
bl
ic	
he
al
th
;
68
	2
33
	lo
w
er
	se
co
nd
ar
y	s
ch
oo
l	p
up
ils
	(f
ro
m
	9
00
	sc
ho
ol
s);
31
 7
33
 p
rim
ar
y 
sc
ho
ol
 p
up
ils
 (f
ro
m
 9
70
 s
ch
oo
ls
).
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Th
e 
pr
ec
ur
so
r o
f t
hi
s 
bo
ok
 w
as
 p
os
iti
ve
ly
 
ev
al
ua
te
d 
an
d 
is
 u
se
d 
by
 p
up
ils
 e
ve
n 
af
te
r t
he
y 
ha
ve
 le
ft 
sc
ho
ol
.
In
 2
00
8,
 th
e 
bo
ok
 re
ce
iv
ed
 a
 p
riz
e 
fo
r t
he
 m
os
t 
be
au
tif
ul
 b
oo
k 
us
ed
 in
 p
rim
ar
y 
an
d 
se
co
nd
ar
y 
ed
uc
at
io
n.
Th
e 
Fo
od
 S
af
et
y 
Au
th
or
ity
 is
 a
 n
at
io
na
l b
od
y, 
w
ho
se
 a
im
 is
 to
 e
ns
ur
e 
th
at
 fo
od
 a
nd
 d
rin
ki
ng
-
w
at
er
 a
re
 a
s 
sa
fe
 a
nd
 h
ea
lth
y 
as
 p
os
si
bl
e 
fo
r 
co
ns
um
er
s.
Th
e 
Co
ok
bo
ok
 fo
r a
ll 
w
as
 p
ub
lis
he
d 
in
 S
ep
te
m
be
r 2
00
7.
 It
 is
 
gi
ve
n 
fre
e 
to
 a
ll 
pu
pi
ls
 in
 lo
w
er
 s
ec
on
da
ry
 s
ch
oo
ls
 a
nd
 to
 s
tu
de
nt
 
te
ac
he
rs
. M
un
ic
ip
al
iti
es
 c
an
 b
uy
 it
 a
t p
ro
du
ct
io
n 
co
st
 fo
r t
ra
in
in
g 
pu
rp
os
es
 (l
an
gu
ag
e,
 G
oo
d 
Fo
od
 c
ou
rs
es
, e
tc
.).
 T
he
 b
oo
k 
is
 u
pd
at
ed
 
w
ith
 th
e 
ke
yh
ol
e 
la
be
lli
ng
 a
nd
 n
ew
 d
ie
ta
ry
 a
dv
ic
e.
 It
 c
an
 a
ls
o 
be
 
bo
ug
ht
 in
 b
oo
ks
ho
ps
.
In
 th
e 
co
ok
bo
ok
, d
ie
ta
ry
 a
dv
ic
e 
fro
m
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 is
 
tra
ns
la
te
d 
in
to
 re
ci
pe
s 
an
d 
pr
ac
tic
al
 c
oo
ki
ng
.
Co
ok
bo
ok
 fo
r a
ll:
 n
um
be
rs
 d
is
tri
bu
te
d 
or
 s
ol
d 
20
07
–2
01
1
Di
str
ib
ut
ed
 
20
07
 
20
08
 
20
09
 
20
10
 
20
11
 
To
ta
l 
or
 so
ld
To
 pu
pil
s, 
 
fre
e 
73
 41
3 
76
 85
0 
76
 72
9 
77
 14
2 
74
 49
3 
37
8 6
27
To
 m
un
ici
- 
pa
liti
es
, 
at 
co
st 
of 
 
pro
du
cti
on
  
5 4
70
 
4 0
60
 
6 5
20
 
5 3
60
 
5 8
00
 
27
 21
0
Th
rou
gh
 bo
ok
- 
sh
op
s, 
at 
 
no
rm
al 
co
st 
8 3
81
 
33
7 
2 0
31
 
1 4
45
 
94
9 
13
 14
3
M
at
po
rta
le
n 
is 
a 
w
eb
 si
te
 w
ith
 in
fo
rm
at
io
n 
ab
ou
t f
oo
d 
an
d 
he
al
th
 
fro
m
 p
ub
lic
 a
ut
ho
rit
ie
s. 
Th
e 
fo
llo
w
in
g 
fo
od
 a
dm
in
ist
ra
tio
n 
ag
en
cie
s 
pr
ov
id
e 
m
at
er
ia
l f
or
 th
e 
w
eb
 si
te
: F
oo
d 
Sa
fe
ty
 A
ut
ho
rit
y, 
Di
re
ct
or
at
e 
of
 H
ea
lth
, N
at
io
na
l I
ns
tit
ut
e 
of
 P
ub
lic
 H
ea
lth
, S
cie
nt
ifi
c C
om
m
itt
ee
 
fo
r F
oo
d 
Sa
fe
ty,
 N
at
io
na
l V
et
er
in
ar
y I
ns
tit
ut
e,
 N
or
w
eg
ia
n 
Ra
di
at
io
n 
Pr
ot
ec
tio
n 
Au
th
or
ity
, N
at
io
na
l I
ns
tit
ut
e 
of
 N
ut
rit
io
n 
an
d 
Se
af
oo
d 
Re
se
ar
ch
 a
nd
 g
ov
er
nm
en
t f
oo
d 
au
th
or
iti
es
 in
 o
th
er
 co
un
tri
es
. T
he
 
M
at
po
rta
le
n 
w
eb
 si
te
 w
as
 re
la
un
ch
ed
 in
 sp
rin
g 
20
11
.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 &
 
Fo
od
;	F
ish
er
ie
s	
&
 C
oa
st
al
 
Af
fa
irs
1.
4 
Pu
bl
is
h 
a 
ba
si
c 
co
ok
er
y 
bo
ok
 fo
r e
ve
ry
da
y 
us
e 
1.
5 
Fu
rth
er
 d
ev
el
op
 th
e 
M
at
po
rta
le
n 
w
eb
 s
ite
 w
ith
 
re
sp
ec
t t
o 
nu
tri
tio
n 
an
d 
di
et
42
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re
sp
on
si
bl
e
Th
e 
pr
ize
 c
re
at
es
 a
 g
oo
d 
op
po
rtu
ni
ty
 to
 
hi
gh
lig
ht
 im
po
rta
nt
 n
ut
rit
io
n 
w
or
k.
 It
 w
as
 
no
t a
w
ar
de
d 
in
 2
00
9 
du
e 
to
 s
ca
rc
e 
hu
m
an
 
re
so
ur
ce
s.
Th
e 
N
at
io
na
l N
ut
rit
io
n 
Co
un
ci
l i
s 
be
hi
nd
 th
e 
aw
ar
d,
 w
hi
ch
 w
as
 fi
rs
t a
w
ar
de
d 
in
 1
98
4.
Ot
he
r i
m
po
rta
nt
 a
re
na
s 
fo
r i
nt
er
ac
tio
n 
ar
e 
th
ro
ug
h 
pr
oj
ec
ts
, c
on
fe
re
nc
es
, m
ee
tin
gs
, e
tc
.
Ko
st
 F
or
um
 is
 a
 c
on
su
lta
tiv
e 
bo
dy
 c
on
si
st
in
g 
of
 th
e 
N
at
io
na
l A
ss
oc
ia
tio
n 
of
 P
ub
lic
 H
ea
lth
, 
Th
e 
N
or
w
eg
ia
n 
Ca
nc
er
 S
oc
ie
ty
, T
he
 N
or
w
eg
ia
n 
He
ar
t a
nd
 L
un
g 
Pa
tie
nt
 O
rg
an
iza
tio
n,
 T
he
 
N
or
w
eg
ia
n 
Di
ab
et
es
 A
ss
oc
ia
tio
n 
an
d 
th
e 
N
or
w
eg
ia
n 
As
th
m
a 
an
d 
Al
le
rg
y 
As
so
ci
at
io
n.
 
Ko
st
fo
ru
m
 is
 w
or
ki
ng
 to
 m
ak
e 
it 
ea
si
er
 fo
r 
ad
ul
ts
 a
nd
 c
hi
ld
re
n 
to
 m
ak
e 
he
al
th
y 
fo
od
 
ch
oi
ce
s.
 T
he
 D
ire
ct
or
at
e 
of
 H
ea
lth
 a
nd
 th
e 
A 
to
ta
l o
f a
pp
ro
xi
m
at
el
y 
22
0 
ar
tic
le
s/
an
sw
er
s 
to
 fr
eq
ue
nt
ly
 
as
ke
d 
qu
es
tio
ns
 a
bo
ut
 n
ut
rit
io
n 
w
er
e 
pu
bl
is
he
d 
du
rin
g 
th
e 
pe
rio
d 
of
 th
e 
Pl
an
, a
n 
av
er
ag
e 
of
 4
4 
ar
tic
le
s 
a 
ye
ar
, a
s 
ag
ai
ns
t 
ap
pr
ox
im
at
el
y 
10
 a
 y
ea
r f
or
 2
00
4–
20
06
.
Th
e 
pr
ize
 is
 a
w
ar
de
d,
 a
fte
r t
he
 a
nn
ou
nc
em
en
t o
f t
he
 c
ho
se
n 
su
bj
ec
t, 
by
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 in
 c
oo
pe
ra
tio
n 
w
ith
 th
e 
N
at
io
na
l N
ut
rit
io
n 
Co
un
ci
l. 
It 
w
as
 a
w
ar
de
d 
in
 2
00
7,
 2
00
8,
 2
01
0 
an
d 
20
11
 a
nd
 a
ttr
ac
te
d 
po
si
tiv
e 
pr
es
s 
co
ve
ra
ge
. A
nn
ua
l i
ss
ue
s 
fo
r t
he
 a
w
ar
ds
 w
er
e:
20
07
: p
ro
m
ot
in
g 
he
al
th
y 
di
et
s 
an
d 
a 
he
al
th
y 
en
vi
ro
nm
en
t f
or
 
ch
ild
re
n 
an
d 
yo
un
g 
pe
op
le
 lo
ca
lly
, n
at
io
na
lly
 a
nd
 in
te
rn
at
io
na
lly
20
08
: p
ro
m
ot
in
g 
he
al
th
y 
di
et
s 
am
on
g 
im
m
ig
ra
nt
s
20
10
: b
et
te
r f
oo
d 
fo
r t
he
 s
ic
k 
an
d 
el
de
rly
20
11
: l
oc
al
 n
ut
rit
io
n 
– 
a 
he
al
th
y 
di
et
 fo
r c
hi
ld
re
n 
an
d 
yo
un
g 
pe
op
le
.
Th
e 
pu
rp
os
e 
is
 to
 g
at
he
r p
ar
tic
ip
an
ts
 to
 e
xc
ha
ng
e 
in
fo
rm
at
io
n,
 
di
sc
us
s 
su
bj
ec
ts
, c
ha
lle
ng
es
 a
nd
 e
ffe
ct
iv
e 
m
ea
su
re
s,
 a
nd
 
po
ss
ib
ly
 c
oo
rd
in
at
e 
m
ea
su
re
s.
 F
or
um
s 
w
er
e 
he
ld
 in
 a
ut
um
n 
20
08
 o
n 
th
e 
th
em
e 
Lo
w
 T
hr
es
ho
ld
 S
er
vi
ce
s 
on
 D
ie
t, 
an
d 
in
 2
01
0 
on
 th
e 
th
em
e 
Pl
an
 o
f A
ct
io
n 
fo
r N
ut
rit
io
n:
 th
e 
fin
al
 s
ta
ge
, n
ew
 
gu
id
el
in
es
, l
oc
al
 n
ut
rit
io
n 
pr
og
ra
m
m
es
, e
tc
.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
 He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 
&	
Fo
od
;	
Fi
sh
er
ie
s 
&
 
Co
as
ta
l	A
ffa
irs
;	
Ch
ild
re
n,
 
Eq
ua
lit
y 
&
 S
oc
ia
l 
In
clu
sio
n;
	
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
1.
6 
Aw
ar
d 
of
 th
e 
N
ut
rit
io
n 
Pr
ize
1.
7 
Es
ta
bl
is
h 
a 
fo
ru
m
 fo
r 
di
al
og
ue
 a
t n
at
io
na
l l
ev
el
 
be
tw
ee
n 
au
th
or
iti
es
, 
no
ng
ov
er
nm
en
ta
l 
or
ga
ni
za
tio
ns
 a
nd
 re
le
va
nt
 
pr
iv
at
e 
ac
to
rs
43
Fo
cu
s 
ar
ea
 a
nd
 g
oa
ls
 
M
in
is
tr
y 
M
ea
su
re
s 
Co
m
m
en
ts
 
 
re
sp
on
si
bl
e
ag
ric
ul
tu
ra
l a
nd
 s
ea
fo
od
 in
fo
rm
at
io
n 
of
fic
es
 a
re
 
ob
se
rv
er
s.
Th
e 
M
in
is
try
 o
f A
gr
ic
ul
tu
re
 &
 F
oo
d 
w
as
 p
re
se
nt
 
as
 a
n 
ob
se
rv
er
 in
 2
01
0,
 a
nd
 th
er
e 
w
as
 g
oo
d 
fe
ed
ba
ck
 o
n 
th
e 
co
nt
en
t a
nd
 fo
rm
.
N
ofi
m
a 
is
 E
ur
op
e’s
 la
rg
es
t i
ns
tit
ut
e 
fo
r a
pp
lie
d 
re
se
ar
ch
 in
 th
e 
fie
ld
s 
of
 fi
sh
er
ie
s,
 a
qu
ac
ul
tu
re
 
an
d 
fo
od
.
In
 2
01
1,
 th
e 
N
at
io
na
l N
ut
rit
io
n 
Co
un
ci
l 
su
bm
itt
ed
 a
 s
tra
te
gy
 p
ro
po
sa
l f
or
 re
du
ci
ng
 
sa
lt 
in
ta
ke
 in
 th
e 
po
pu
la
tio
n,
 th
e 
ke
y 
el
em
en
ts
 
be
in
g 
ne
go
tia
tio
ns
 w
ith
 th
e 
fo
od
 in
du
st
ry
 
to
 re
du
ce
 s
al
t i
n 
th
ei
r p
ro
du
ct
s,
 c
om
bi
ne
d 
w
ith
 in
fo
rm
at
io
n 
to
 c
on
su
m
er
s.
 T
he
 M
in
is
try
 
of
 H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 h
as
 a
sk
ed
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 to
 p
re
pa
re
 a
n 
ac
tio
n 
pl
an
 
fo
r r
ed
uc
in
g 
sa
lt 
in
ta
ke
 in
 th
e 
po
pu
la
tio
n 
ba
se
d 
on
 th
e 
Co
un
ci
l’s
 s
tra
te
gy
.
Se
e 
al
so
 s
ec
tio
ns
 2
.9
 a
nd
 9
.2
.
In
iti
at
iv
es
 to
ok
 p
la
ce
 in
 v
ar
io
us
 s
ec
to
rs
.
In
 2
00
9,
 th
e 
M
in
is
try
 o
f F
is
he
rie
s 
&
 C
oa
st
al
 A
ffa
irs
 s
et
 u
p 
th
e 
M
ar
in
e 
W
ea
lth
 C
re
at
io
n 
Pr
og
ra
m
m
e:
 B
us
in
es
s 
Co
op
er
at
io
n 
fo
r 
Gr
ea
te
r A
dj
us
tm
en
t o
f t
he
 V
al
ue
 C
ha
in
s 
to
 th
e 
M
ar
ke
t.
In
 2
00
6,
 a
 n
or
th
 N
or
w
eg
ia
n 
pi
lo
t p
ro
je
ct
 c
on
du
ct
ed
 b
y 
th
e 
Fo
un
da
tio
n 
N
or
w
eg
ia
n 
Fo
od
 C
ul
tu
re
 w
as
 s
et
 u
p 
to
 p
ro
m
ot
e 
an
d 
im
pr
ov
e 
th
e 
us
e 
of
 lo
ca
l f
oo
d 
in
 re
st
au
ra
nt
s.
 It
 w
as
 in
te
nd
ed
 to
 
sp
re
ad
 th
e 
ex
pe
rie
nc
e 
ga
in
ed
 fr
om
 th
e 
pr
oj
ec
t.
Re
ci
rc
ul
at
io
n 
an
d 
Ut
ili
za
tio
n 
of
 O
rg
an
ic
 B
y-
pr
od
uc
ts
 (R
UB
IN
) 
fu
nd
s 
pr
oj
ec
ts
 to
 in
cr
ea
se
 th
e 
ut
ili
za
tio
n 
of
 p
ro
du
ct
s 
fro
m
 
fis
he
rie
s 
an
d 
aq
ua
cu
ltu
re
 a
s 
in
gr
ed
ie
nt
s 
in
 c
on
su
m
er
 p
ro
du
ct
s 
(fe
ed
, f
oo
d,
 h
ea
lth
 fo
od
).
Ag
ric
ul
tu
re
 &
 
Fo
od
;	F
ish
er
ie
s	
&
 C
oa
st
al
 
Af
fa
irs
2.
1 
En
co
ur
ag
e 
th
e 
de
ve
lo
pm
en
t o
f h
ea
lth
y 
fo
od
 
pr
od
uc
ts
 a
nd
 m
ea
ls
2.
 H
ea
lth
y 
fo
od
 in
 a
 d
iv
er
se
 m
ar
ke
t
Go
al
s:
 M
ak
e 
it 
ea
si
er
 fo
r c
on
su
m
er
s 
to
 c
ho
os
e 
fo
od
s 
w
ith
 g
oo
d 
nu
tri
tio
na
l c
om
po
si
tio
n 
in
 o
rd
er
 to
 p
ut
 to
ge
th
er
 a
 h
ea
lth
y 
di
et
 
Im
pr
ov
e 
ac
ce
ss
 to
 a
nd
 p
ro
m
ot
io
n 
of
 h
ea
lth
y 
fo
od
 p
ro
du
ct
s
 
Re
du
ce
 th
e 
pr
om
ot
io
n 
of
 fo
od
s 
th
at
 c
on
tri
bu
te
 to
 a
n 
un
he
al
th
y 
di
et
, e
sp
ec
ia
lly
 a
m
on
g 
ch
ild
re
n 
an
d 
yo
un
ge
r p
eo
pl
e
44
Fo
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ar
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M
in
is
tr
y 
M
ea
su
re
s 
Co
m
m
en
ts
 
 
re
sp
on
si
bl
e
Pa
rti
ci
pa
nt
s 
in
 th
e 
fo
ru
m
 a
ls
o 
m
ee
t t
hr
ou
gh
 
co
op
er
at
iv
e 
pr
oj
ec
ts
 s
uc
h 
as
 th
e 
de
si
gn
 a
nd
 
im
pl
em
en
ta
tio
n 
of
 th
e 
ke
yh
ol
e 
la
be
lli
ng
 
sy
st
em
, m
ar
ke
tin
g,
 e
tc
.
Th
e 
M
in
is
tri
es
 o
f F
is
he
rie
s 
&
 C
oa
st
al
 A
ffa
irs
 a
nd
 A
gr
ic
ul
tu
re
 &
 
Fo
od
 h
av
e 
be
en
 g
iv
en
 s
up
po
rt 
fo
r a
 n
at
io
na
l c
en
tre
 fo
r f
oo
d 
w
ith
 
14
 fo
od
-re
la
te
d 
bu
si
ne
ss
es
 o
ut
si
de
 S
ta
va
ng
er
.
Th
e 
N
or
w
eg
ia
n 
fo
od
 in
du
st
ry
 is
 in
vo
lv
ed
 in
 th
e 
Eu
ro
pe
an
 
Te
ch
no
lo
gy
 P
la
tfo
rm
 F
oo
d 
fo
r L
ife
. T
he
 R
es
ea
rc
h 
Co
un
ci
l’s
 F
oo
d 
Pr
og
ra
m
m
e 
is
 in
cr
ea
si
ng
ly
 fo
cu
si
ng
 o
n 
th
e 
de
ve
lo
pm
en
t o
f 
he
al
th
y 
an
d 
sa
fe
 fo
od
s.
Th
e 
N
or
w
eg
ia
n 
In
st
itu
te
 o
f F
oo
d,
 F
is
he
ry
 a
nd
 A
qu
ac
ul
tu
re
 
(N
ofi
m
a)
 is
 w
or
ki
ng
 o
n 
ne
w
 re
se
ar
ch
 o
n 
he
al
th
y 
in
gr
ed
ie
nt
s 
an
d 
m
ea
ls
. 
Th
e 
pu
rp
os
e 
of
 th
e 
di
al
og
ue
 fo
ru
m
 w
as
 to
 c
re
at
e 
a 
co
m
m
on
 
pl
at
fo
rm
 a
nd
 u
nd
er
st
an
di
ng
 fo
r p
ro
m
ot
io
n 
of
 a
 h
ea
lth
ie
r d
ie
t. 
Th
e 
fo
ru
m
 w
as
 e
st
ab
lis
he
d 
as
 a
 p
er
m
an
en
t s
er
ie
s 
of
 m
ee
tin
gs
 
du
rin
g 
th
e 
pe
rio
d 
of
 th
e 
Pl
an
 a
nd
 c
on
tin
ue
d 
up
 to
 2
01
2.
 T
he
re
 
ha
s 
be
en
 p
os
iti
ve
 fe
ed
ba
ck
. A
pp
ro
xi
m
at
el
y 
40
–5
0 
pa
rti
ci
pa
nt
s 
m
et
 e
ac
h 
tim
e.
 T
he
 th
em
es
 h
av
e 
be
en
 a
s 
fo
llo
w
s:
20
07
:	e
xp
ec
ta
tio
ns
,	f
or
m
	a
nd
	co
nt
en
t	o
f	t
he
	fo
ru
m
;
20
08
: b
re
ad
, l
ab
el
lin
g,
 c
om
m
un
ic
at
io
n 
an
d 
ex
pe
rti
se
 in
 fo
od
 a
nd
 
nu
tri
tio
n;
20
08
: s
ep
ar
at
e 
ad
di
tio
na
l m
ee
tin
gs
 o
n 
he
al
th
ie
r f
oo
ds
 in
 th
e 
fa
st
 
fo
od
	m
ar
ke
t	w
ith
	se
le
ct
ed
	p
ar
tic
ip
an
ts
;
20
09
: a
dv
er
tis
in
g 
in
 s
ch
oo
ls
, s
al
t, 
pa
lm
 o
il,
 e
tc
.
20
10
: s
ta
tu
s 
an
d 
ch
al
le
ng
es
 w
ith
 re
ga
rd
 to
 fo
od
 a
nd
 h
ea
lth
 in
 
ge
ne
ra
l	a
nd
	in
	fo
llo
w
in
g	
up
	th
e	
Ac
tio
n	
Pl
an
	d
ie
t	i
n	
pa
rti
cu
la
r;	
th
e	
ke
yh
ol
e	
la
be
lli
ng
	sy
st
em
	in
	th
e	
fa
st
	fo
od
	a
nd
	ca
te
rin
g	
m
ar
ke
t;
20
11
: n
ew
 p
ol
ic
y 
do
cu
m
en
ts
, r
ef
or
m
 o
f c
oo
rd
in
at
io
n,
 
de
ve
lo
pm
en
t i
n 
th
e 
di
et
, p
la
ns
, s
um
m
ar
y 
di
al
og
ue
 a
re
na
.
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 
&	
Fo
od
;	
Fi
sh
er
ie
s 
&
 
Co
as
ta
l	A
ffa
irs
;	
Ch
ild
re
n,
 
Eq
ua
lit
y 
&
 
So
ci
al
 In
cl
us
io
n
2.
2 
Es
ta
bl
is
h 
a 
di
al
og
ue
 fo
ru
m
 
fo
r c
oo
pe
ra
tio
n 
be
tw
ee
n 
th
e 
fo
od
 in
du
st
ry
, a
ut
ho
rit
ie
s,
 
re
se
ar
ch
er
s 
an
d 
co
ns
um
er
s
45
Fo
cu
s 
ar
ea
 a
nd
 g
oa
ls
 
M
in
is
tr
y 
M
ea
su
re
s 
Co
m
m
en
ts
 
 
re
sp
on
si
bl
e
Th
e 
re
po
rt 
to
 p
ar
lia
m
en
t A
gr
ic
ul
tu
re
 a
nd
 
fo
od
 p
ol
ic
y. 
W
el
co
m
e 
to
 th
e 
ta
bl
e 
si
gn
al
s 
an
 
in
cr
ea
se
d 
fo
cu
s 
on
 fr
ui
ts
 a
nd
 v
eg
et
ab
le
s.
In
 2
00
7,
 th
e 
M
in
is
try
 o
f A
gr
ic
ul
tu
re
 &
 F
oo
d 
al
lo
ca
te
d 
fu
nd
s 
to
 
lo
ca
l a
nd
 re
gi
on
al
 in
iti
at
iv
es
 th
ro
ug
h 
th
e 
co
un
tie
s.
Ev
er
y 
ye
ar
 th
e 
N
or
w
eg
ia
n 
Fa
rm
er
s’
 U
ni
on
 a
nd
 th
e 
N
or
w
eg
ia
n 
Fa
rm
er
s 
an
d 
Sm
al
lh
ol
de
rs
 U
ni
on
 n
eg
ot
ia
te
 w
ith
 th
e 
st
at
e 
on
 th
e 
fra
m
ew
or
k 
co
nd
iti
on
s 
fo
r a
gr
ic
ul
tu
re
. I
n 
20
08
, t
he
 M
in
is
tri
es
 
of
 H
ea
lth
 a
nd
 A
gr
ic
ul
tu
re
 &
 F
oo
d 
ha
d 
a 
m
ee
tin
g 
in
 a
dv
an
ce
 o
f 
th
es
e 
ye
ar
ly
 n
eg
ot
ia
tio
ns
.
Th
e 
Ge
itm
yr
a 
fo
od
 c
ul
tu
re
 c
en
tre
 fo
r c
hi
ld
re
n 
ha
s 
be
en
 s
et
 u
p 
in
 O
sl
o 
w
ith
 fu
nd
s 
fro
m
 th
e 
M
in
is
try
 o
f A
gr
ic
ul
tu
re
 &
 F
oo
d 
to
 
pr
om
ot
e 
kn
ow
le
dg
e 
an
d 
us
e 
of
 fr
ui
t a
nd
 v
eg
et
ab
le
s,
 a
m
on
g 
ot
he
r t
hi
ng
s.
 In
 2
01
2,
 e
du
ca
tio
na
l m
at
er
ia
ls
 a
nd
 p
ro
gr
am
m
es
 
w
er
e 
de
ve
lo
pe
d.
 T
he
 M
in
is
tri
es
 o
f F
is
he
rie
s 
&
 C
oa
st
al
 A
ffa
irs
 
an
d 
Ed
uc
at
io
n 
&
 R
es
ea
rc
h 
al
so
 s
up
po
rt 
th
e 
ce
nt
re
.
Fr
ui
ts
 a
nd
 v
eg
et
ab
le
s 
al
so
 h
av
e 
th
ei
r p
la
ce
 in
 th
e 
N
or
di
c 
Co
un
ci
l 
of
 M
in
is
te
rs
’ p
ro
gr
am
m
e 
N
ew
 N
or
di
c 
Fo
od
 II
 (2
01
0–
20
14
). 
Th
e 
vi
si
on
 is
 th
at
 th
e 
N
or
di
c 
cu
is
in
e 
w
ill
 in
sp
ire
 e
nj
oy
m
en
t, 
in
no
va
tio
n,
 ta
st
e 
an
d 
di
ve
rs
ity
, b
ot
h 
at
 h
om
e 
an
d 
ab
ro
ad
.
Se
e 
al
so
 4
.3
.
On
 1
 J
an
ua
ry
 2
01
0,
 a
 re
gu
la
tio
n 
w
as
 in
tro
du
ce
d 
re
qu
iri
ng
 th
e 
la
be
lli
ng
 o
f fi
sh
 p
ro
du
ct
s 
w
ith
 c
on
su
m
er
 in
fo
rm
at
io
n 
(s
uc
h 
as
 
fo
r f
re
sh
 fi
sh
, t
he
 c
at
ch
 a
nd
/o
r s
la
ug
ht
er
 d
at
e)
. W
or
k 
ha
s 
be
en
 
st
ar
te
d 
to
 d
et
er
m
in
e 
th
e 
ap
pr
op
ria
te
 m
et
ho
d 
fo
r a
ss
es
si
ng
 th
e 
qu
al
ity
 o
f f
re
sh
 fi
sh
, a
nd
 to
 d
ec
id
e 
a 
st
an
da
rd
 fo
r l
ab
el
lin
g 
fis
h 
bo
xe
s 
an
d 
pa
lle
ts
 s
o 
as
 to
 im
pr
ov
e 
lo
gi
st
ic
s 
an
d 
th
e 
flo
w
 o
f 
in
fo
rm
at
io
n.
Ag
ric
ul
tu
re
 &
 
Fo
od
Fi
sh
er
ie
s 
&
 
Co
as
ta
l A
ffa
irs
2.
3 
Pr
om
ot
e 
th
e 
co
ns
um
pt
io
n 
of
 fr
ui
t a
nd
 v
eg
et
ab
le
s 
by
 
st
im
ul
at
in
g 
be
tte
r a
cc
es
s 
to
 
hi
gh
-q
ua
lit
y 
pr
od
uc
ts
 fr
om
 
pr
im
ar
y 
pr
od
uc
er
s
2.
4 
St
re
ng
th
en
 c
ol
la
bo
ra
tio
n 
be
tw
ee
n 
th
e 
au
th
or
iti
es
, 
fis
he
rie
s 
in
du
st
ry
 a
nd
 re
ta
ile
rs
 
to
 in
cr
ea
se
 th
e 
av
ai
la
bi
lit
y 
of
 
go
od
 q
ua
lit
y 
fis
h 
an
d 
se
af
oo
d 
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re
sp
on
si
bl
e
An
y 
in
tro
du
ct
io
n 
of
 a
 k
ey
ho
le
-la
be
lle
d 
pr
od
uc
t 
in
 th
e 
ki
os
k,
 p
et
ro
l s
ta
tio
n 
an
d 
se
rv
ic
e 
m
ar
ke
t 
an
d 
ot
he
r f
oo
d 
se
rv
ic
e 
in
du
st
ry
 p
re
m
is
es
 o
r 
re
st
au
ra
nt
s 
is
 c
om
pl
ex
. S
om
e 
of
 th
es
e 
pr
od
uc
ts
 
(re
ad
y 
pa
ck
ed
) a
re
 s
ui
ta
bl
e 
fo
r t
hi
s 
m
ar
ke
t.
Si
nc
e 
20
08
, t
he
 tr
an
sp
or
t c
om
pa
ny
 D
HL
 h
as
 
be
en
 c
ol
la
bo
ra
tin
g 
w
ith
 n
ut
rit
io
n 
st
ud
en
ts
 
an
d 
Ev
er
yd
ay
 C
oo
k 
to
 p
ub
lis
h 
an
 o
ve
rv
ie
w
 o
f 
nu
tri
tio
n-
ra
te
d 
fo
od
 s
er
vi
ce
s 
an
d 
re
st
au
ra
nt
s 
al
on
g 
th
e 
m
ai
n 
tru
nk
 ro
ad
s.
Th
e 
pr
oj
ec
t N
or
di
c 
Yo
un
g 
He
al
th
 2
00
9–
20
10
 
fo
cu
se
d 
on
 y
ou
ng
 c
on
su
m
er
s 
an
d 
th
e 
fa
st
 fo
od
 
se
ct
or
. T
he
 N
at
io
na
l I
ns
tit
ut
e 
fo
r C
on
su
m
er
 
Re
se
ar
ch
, N
ofi
m
a 
an
d 
ot
he
r N
or
di
c 
re
se
ar
ch
 
in
st
itu
tio
ns
 c
oo
pe
ra
te
d 
in
 th
e 
pr
oj
ec
t. 
M
ai
n 
re
su
lts
: t
he
 o
bs
ta
cl
es
 to
 h
ea
lth
y 
ch
oi
ce
s 
ar
e 
sa
id
 to
 b
e 
st
ru
ct
ur
al
 b
ar
rie
rs
, t
he
 e
as
e 
of
 
ac
ce
ss
in
g 
un
he
al
th
y 
ra
th
er
 th
an
 h
ea
lth
y 
fo
od
, 
an
d 
ag
gr
es
si
ve
 m
ar
ke
tin
g 
w
ith
 u
nh
ea
lth
y 
fo
od
s 
de
lib
er
at
el
y 
pl
ac
ed
 w
ith
in
 e
as
y 
re
ac
h.
 M
an
y 
of
 th
e 
re
sp
on
de
nt
s 
w
er
e 
op
en
 to
 h
ea
lth
ie
r 
al
te
rn
at
iv
es
.
To
 b
e 
co
ns
id
er
ed
 in
 re
la
tio
n 
to
 m
ea
su
re
s 
in
 s
ec
tio
n 
2.
2.
Th
e 
N
at
io
na
l I
ns
tit
ut
e 
fo
r C
on
su
m
er
 R
es
ea
rc
h 
re
po
rt 
Fo
od
 o
n 
th
e 
go
 –
 o
pp
or
tu
ni
tie
s 
an
d 
lim
ita
tio
ns
 fo
r n
ew
 a
nd
 h
ea
lth
ie
r e
at
in
g 
co
nc
ep
ts
 in
 th
e 
fa
st
 fo
od
 m
ar
ke
t, 
20
07
 w
as
 s
up
po
rte
d 
fin
an
ci
al
ly
 
by
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
.
Th
er
e 
ha
s 
be
en
 e
xt
en
si
ve
 in
te
ra
ct
io
n 
w
ith
 in
du
st
ry
 a
nd
 th
e 
au
th
or
iti
es
 in
 D
en
m
ar
k 
an
d 
Sw
ed
en
 o
n 
ke
yh
ol
e 
la
be
lli
ng
 in
 
ge
ne
ra
l, 
an
d 
co
nc
er
ni
ng
 th
e 
ki
os
k,
 p
et
ro
l s
ta
tio
n 
an
d 
se
rv
ic
e 
m
ar
ke
t.
W
or
k 
is
 in
 p
ro
gr
es
s 
on
 a
 re
po
rt 
by
 th
e 
Fo
od
 S
af
et
y 
Au
th
or
ity
 
an
d 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 w
ith
 s
ug
ge
st
io
ns
 fo
r f
ur
th
er
 w
or
k 
on
 th
e 
ke
yh
ol
e 
la
be
lli
ng
 s
ys
te
m
 in
 th
e 
ki
os
k,
 p
et
ro
l s
ta
tio
n 
an
d 
se
rv
ic
e 
m
ar
ke
t.
Th
e 
W
ee
k 
of
 Ta
st
e 
ha
s 
be
en
 h
el
d 
an
nu
al
ly
 s
in
ce
 2
00
5 
to
 
in
cr
ea
se
 a
w
ar
en
es
s 
of
 th
e 
qu
al
ity
 a
nd
 jo
y 
of
 fo
od
, w
ith
 a
 fo
cu
s 
on
 b
as
ic
 fl
av
ou
rs
. T
he
 M
in
is
tri
es
 o
f A
gr
ic
ul
tu
re
 &
 F
oo
d 
an
d 
Fi
sh
er
ie
s 
&
 C
oa
st
al
 A
ffa
irs
 c
oo
pe
ra
te
 w
ith
 th
e 
in
fo
rm
at
io
n 
of
fic
es
 fo
r a
gr
ic
ul
tu
re
 a
nd
 s
ea
fo
od
, N
ofi
m
a 
an
d 
th
e 
N
or
w
eg
ia
n 
N
at
io
na
l A
ss
oc
ia
tio
n 
of
 C
he
fs
. I
n 
20
11
, 2
6 
ca
fe
te
ria
s 
pa
rti
ci
pa
te
d.
Th
e 
ex
ci
se
 d
ut
y 
on
 n
on
-a
lc
oh
ol
ic
 b
ev
er
ag
es
 w
as
 a
lte
re
d 
in
 2
00
6/
20
07
. S
in
ce
 1
 J
an
ua
ry
 2
00
7 
th
e 
ta
x 
ha
s 
ap
pl
ie
d 
to
 
sw
ee
te
ne
d 
dr
in
ks
. B
ev
er
ag
es
 w
ith
ou
t a
dd
ed
 s
ug
ar
 o
r s
w
ee
te
ne
r 
(s
uc
h 
as
 p
ur
e 
w
at
er
 o
r j
ui
ce
) a
re
 e
xe
m
pt
. I
n 
20
08
, t
he
 ta
x 
w
as
 
in
cr
ea
se
d 
by
 a
pp
ro
xi
m
at
el
y 
60
%
 in
 re
al
 te
rm
s.
 S
ub
se
qu
en
tly
 th
e 
ta
x 
ha
s 
be
en
 a
dj
us
te
d 
fo
r g
en
er
al
 in
fla
tio
n.
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 &
 
Fo
od
Fin
an
ce
;	
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
2.
5 
Su
rv
ey
 a
nd
 fo
llo
w
 u
p 
re
ad
y-
m
ad
e 
fo
od
 a
nd
 m
ea
ls
 
fro
m
 re
st
au
ra
nt
s 
an
d 
th
e 
co
nv
en
ie
nc
e 
st
or
e 
m
ar
ke
t
2.
6 
Re
st
ru
ct
ur
in
g 
of
 th
e 
ta
x 
on
 
no
n-
al
co
ho
lic
 b
ev
er
ag
es
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2.
7 
St
ud
y 
th
e 
po
ss
ib
ili
tie
s 
of
 
us
in
g 
ec
on
om
ic
 in
ce
nt
iv
es
 to
 
pr
om
ot
e 
a 
he
al
th
y 
di
et
2.
8 
W
or
k 
to
 im
pr
ov
e 
th
e 
la
be
lli
ng
 o
f f
oo
d 
pr
od
uc
ts
, 
in
cl
ud
in
g 
be
tte
r n
ut
rie
nt
 
de
cl
ar
at
io
ns
2.
9 
Ai
m
 to
 in
tro
du
ce
 s
ym
bo
l 
la
be
lli
ng
 to
 m
ak
e 
it 
ea
si
er
 to
 
pu
t t
og
et
he
r a
 h
ea
lth
ie
r d
ie
t
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Fi
na
nc
e
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ch
ild
re
n,
 
Eq
ua
lit
y 
&
 S
oc
ia
l 
Th
e 
co
ns
um
er
 p
ric
e 
in
de
x 
fo
r s
of
t d
rin
ks
 in
cr
ea
se
d 
fro
m
 N
Kr
 1
30
 
in
 2
00
8 
to
 N
Kr
 1
66
 in
 F
eb
ru
ar
y 
20
12
.
Sa
le
s o
f s
of
t d
rin
ks
 co
nt
ai
ni
ng
 a
dd
ed
 su
ga
r i
n 
20
07
 w
er
e 
60
 li
tre
s 
pe
r c
ap
ita
 p
er
 y
ea
r. 
In
 2
01
1 
th
ey
 w
er
e 
61
 li
tre
s 
pe
r c
ap
ita
 p
er
 
ye
ar
. T
he
re
 h
as
 b
ee
n 
a 
sm
al
l d
ec
re
as
e 
in
 s
od
a 
w
ith
 a
rti
fic
ia
l 
sw
ee
te
ne
rs
 (2
00
7:
 4
4 
lit
re
s 
pe
r c
ap
ita
 p
er
 y
ea
r, 
20
11
: 3
9 
lit
re
s 
pe
r c
ap
ita
 p
er
 y
ea
r) 
an
d 
bo
ttl
ed
 w
at
er
 (2
00
7:
 2
4 
lit
re
s 
pe
r c
ap
ita
 
pe
r y
ea
r, 
20
11
: 1
7 
lit
re
s 
pe
r c
ap
ita
 p
er
 y
ea
r).
Th
e 
Ex
ci
se
 C
om
m
itt
ee
 s
ub
m
itt
ed
 a
 re
po
rt 
in
 2
00
7 
m
ai
nl
y 
fo
cu
si
ng
 o
n 
ho
w
 to
 u
se
 e
xc
is
e 
du
tie
s 
to
 ta
x 
pr
od
uc
ts
 c
on
ta
in
in
g 
su
ga
r/
sw
ee
te
ne
rs
. A
 n
ew
 ta
x 
w
ou
ld
 ra
is
e 
se
ve
ra
l q
ue
st
io
ns
 
ne
ed
in
g 
fu
rth
er
 c
on
si
de
ra
tio
n.
 T
he
 M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 c
on
tin
ue
d 
th
is
 w
or
k,
 in
 c
on
su
lta
tio
n 
w
ith
 th
e 
M
in
is
try
 
of
 F
in
an
ce
, i
n 
20
12
.
At
 th
e 
Eu
ro
pe
an
 le
ve
l, 
th
e 
N
or
w
eg
ia
n 
go
ve
rn
m
en
t w
or
ke
d 
to
 
in
flu
en
ce
 E
U 
Re
gu
la
tio
n 
N
o.
 1
16
9/
20
11
 o
n 
th
e 
pr
ov
is
io
n 
of
 
fo
od
 in
fo
rm
at
io
n 
to
 c
on
su
m
er
s.
 T
he
 R
eg
ul
at
io
n 
in
tro
du
ce
d 
ne
w
 
ru
le
s 
on
 m
an
da
to
ry
 d
ec
la
ra
tio
n 
of
 n
ut
rit
io
n,
 in
cl
ud
in
g 
en
er
gy
, 
sa
tu
ra
te
d 
fa
t, 
su
ga
r a
nd
 s
al
t. 
Th
e 
de
cl
ar
at
io
n 
ca
n 
ta
ke
 th
e 
fo
rm
 
of
 g
ra
ph
ic
s 
or
 s
ym
bo
ls
. O
n 
th
e 
gl
ob
al
 le
ve
l, 
N
or
w
ay
 h
as
 w
or
ke
d 
to
 in
flu
en
ce
 C
od
ex
 s
ta
nd
ar
ds
 o
n 
fo
od
 la
be
lli
ng
 to
 in
cl
ud
e 
ad
de
d 
su
ga
rs
.
Th
e 
ke
yh
ol
e 
la
be
lli
ng
 s
ys
te
m
 w
as
 in
tro
du
ce
d 
in
 J
un
e 
20
09
 a
s 
a 
jo
in
t N
or
di
c 
sy
st
em
 fo
r h
ea
lth
 la
be
lli
ng
 o
f f
oo
d 
pr
od
uc
ts
. I
t i
s 
a 
br
oa
d-
ba
se
d 
pr
oc
es
s 
en
co
m
pa
ss
in
g 
in
du
st
ry
, c
on
su
m
er
s,
 e
tc
.
To
 b
e 
fo
llo
w
ed
 u
p 
by
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 
an
d 
in
te
rn
at
io
na
lly
.
In
iti
at
iv
es
 ta
ke
n 
by
 re
ta
ile
rs
 a
nd
 
no
ng
ov
er
nm
en
ta
l o
rg
an
iza
tio
ns
 to
 th
e 
M
in
is
te
r 
of
 H
ea
lth
 a
cc
el
er
at
ed
 th
e 
pr
oc
es
s 
th
at
 le
d 
to
 
th
e 
de
ci
si
on
. N
or
di
c 
co
op
er
at
io
n 
on
 th
e 
re
vi
si
on
 
of
 th
e 
cr
ite
ria
 s
ta
rte
d 
in
 th
e 
au
tu
m
n 
of
 2
01
1.
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re
sp
on
si
bl
e
M
or
e 
kn
ow
le
dg
e 
is
 n
ee
de
d 
ab
ou
t t
he
 b
ra
nd
 
an
d 
a 
br
oa
de
r s
el
ec
tio
n 
of
 p
ro
du
ct
s.
 N
or
di
c 
co
op
er
at
io
n 
is
 c
on
tin
ui
ng
. S
ee
 a
ls
o 
se
ct
io
n 
2.
5.
Th
re
e 
co
ns
um
er
-o
rie
nt
ed
 m
as
s 
m
ed
ia
 c
am
pa
ig
ns
 w
er
e 
ru
n 
du
rin
g 
th
e 
pe
rio
d 
20
09
–2
01
1.
 A
 h
om
e 
pa
ge
 w
as
 c
re
at
ed
 a
nd
 
m
at
er
ia
ls
 d
ev
el
op
ed
 fo
r c
on
su
m
er
s 
(fo
ld
er
s 
in
 1
2 
la
ng
ua
ge
s)
, 
th
e 
fo
od
 in
du
st
ry
 a
nd
 th
e 
ed
uc
at
io
n 
se
ct
or
. A
nn
ua
l s
ur
ve
ys
 o
f 
co
ns
um
er
 a
w
ar
en
es
s,
 k
no
w
le
dg
e 
an
d 
at
tit
ud
es
 to
 th
e 
br
an
d 
si
nc
e 
be
fo
re
 it
 w
as
 la
un
ch
ed
 a
s 
w
el
l a
s 
m
ar
ke
t a
na
ly
se
s 
w
er
e 
un
de
rta
ke
n 
in
 2
00
9,
 2
01
0,
 2
01
1 
an
d 
Ja
nu
ar
y 
20
12
.
In
 A
ug
us
t 2
01
1,
 T
N
S 
Ga
llu
p 
fo
un
d 
th
at
 in
 ju
st
 tw
o 
ye
ar
s,
 th
e 
ke
yh
ol
e 
ha
s 
be
co
m
e 
th
e 
be
st
 k
no
w
n 
an
d 
m
os
t u
se
d 
br
an
d 
in
 th
e 
gr
oc
er
y 
tra
de
. A
 p
op
ul
at
io
n 
su
rv
ey
 o
n 
aw
ar
en
es
s 
an
d 
kn
ow
le
dg
e 
of
 th
e 
ke
yh
ol
e 
sy
m
bo
l a
m
on
g 
al
l c
on
su
m
er
s 
ag
ed
 o
ve
r 1
8 
ye
ar
s 
(in
 J
an
ua
ry
 2
01
2)
 s
ho
w
ed
 c
on
tin
ue
d 
po
si
tiv
e 
pr
og
re
ss
: 9
8%
 
kn
ew
 o
r h
ad
 h
ea
rd
 o
f t
he
 b
ra
nd
, a
nd
 8
5%
 k
ne
w
 th
at
 th
e 
la
be
l 
re
pr
es
en
te
d 
a 
he
al
th
ie
r c
ho
ic
e.
 M
an
y 
al
so
 k
ne
w
 th
at
 th
e 
m
ar
k 
re
pr
es
en
te
d 
le
ss
 fa
t, 
su
ga
r a
nd
 s
al
t a
nd
 m
or
e 
di
et
ar
y 
fib
re
. T
he
 
la
be
lli
ng
 s
ys
te
m
 w
as
 tr
us
te
d 
by
 6
 o
ut
 o
f 1
0 
pe
op
le
 a
nd
 5
0%
 
th
ou
gh
t t
he
 b
ra
nd
 m
ad
e 
it 
ea
si
er
 to
 m
ak
e 
he
al
th
ie
r c
ho
ic
es
.
As
 a
 re
su
lt 
of
 a
 g
oo
d 
di
al
og
ue
 w
ith
 s
up
pl
ie
rs
 a
nd
 tr
ad
er
s 
on
 
th
e 
im
pl
em
en
ta
tio
n 
of
 th
e 
sc
he
m
e,
 in
du
st
ry
 a
nd
 re
ta
ile
rs
 h
av
e 
co
nt
rib
ut
ed
 s
ig
ni
fic
an
tly
 to
 m
ar
ke
tin
g.
 C
om
m
un
ic
at
io
n 
is
 li
nk
ed
 
to
 d
ie
ta
ry
 a
dv
ic
e.
A 
N
or
di
c 
in
sp
ec
tio
n 
ca
m
pa
ig
n 
in
 2
01
1 
sh
ow
ed
 th
at
 th
e 
ke
yh
ol
e 
la
be
l i
s 
us
ed
 p
ro
pe
rly
.
Ap
pr
ox
im
at
el
y 
55
0 
ke
yh
ol
e-
la
be
lle
d 
pr
od
uc
ts
 (o
th
er
 th
an
 fr
ui
t o
r 
ve
ge
ta
bl
es
) w
er
e 
on
 s
al
e 
in
 2
01
0,
 a
nd
 a
bo
ut
 1
50
0 
in
 D
ec
em
be
r 
20
11
.
In
clu
sio
n;
	
Ag
ric
ul
tu
re
 &
 
Fo
od
;	F
ish
er
ie
s	
&
 C
oa
st
al
 
Af
fa
irs
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2.
10
 F
ol
lo
w
 u
p 
an
d 
co
nt
in
ue
 
to
 d
ev
el
op
 ru
le
s 
fo
r t
he
 u
se
 
of
 n
ut
rit
io
n 
an
d 
he
al
th
 c
la
im
s,
 
fo
rti
fic
at
io
n 
of
 fo
od
s 
an
d 
fo
od
 
su
pp
le
m
en
ts
2.
11
 C
on
si
de
r i
nt
ro
du
ct
io
n 
of
 re
st
ric
tio
ns
 o
n 
ad
ve
rti
si
ng
 
of
 u
nh
ea
lth
y 
fo
od
 a
im
ed
 a
t 
ch
ild
re
n 
an
d 
yo
un
g 
pe
op
le
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
Th
e 
EU
 C
om
m
is
si
on
’s 
w
or
k 
on
 d
ev
el
op
in
g 
nu
tri
tio
n 
pr
ofi
le
s 
ha
s 
co
m
e 
to
 a
 s
to
p.
 In
 m
ee
tin
gs
 b
et
w
ee
n 
(a
m
on
g 
ot
he
rs
) 
th
e 
N
or
w
eg
ia
n 
M
in
is
te
r o
f H
ea
lth
 a
nd
 th
e 
Eu
ro
pe
an
 H
ea
lth
 
Co
m
m
is
si
on
er
, t
he
 N
or
w
eg
ia
n 
Go
ve
rn
m
en
t h
as
 tr
ie
d 
to
 c
on
vi
nc
e 
th
e 
Co
m
m
is
si
on
 to
 re
st
ar
t t
hi
s 
w
or
k.
Th
e 
N
or
w
eg
ia
n 
fo
od
 a
nd
 b
ev
er
ag
e 
in
du
st
ry
 a
do
pt
ed
 v
ol
un
ta
ry
 
gu
id
el
in
es
 fo
r t
he
 m
ar
ke
tin
g 
of
 fo
od
s 
an
d 
be
ve
ra
ge
s 
to
 c
hi
ld
re
n 
in
 2
00
7.
As
 a
 fo
llo
w
-u
p 
of
 th
e 
Ac
tio
n 
Pl
an
, t
he
 N
at
io
na
l H
ea
lth
 C
ar
e 
Pl
an
 
(2
01
1–
20
15
) a
nd
 W
HO
’s 
re
co
m
m
en
da
tio
ns
 o
n 
th
e 
m
ar
ke
tin
g 
of
 u
nh
ea
lth
y 
fo
od
s 
to
 c
hi
ld
re
n,
 th
e 
M
in
is
tri
es
 o
f H
ea
lth
 a
nd
 
Ch
ild
re
n,
 E
qu
al
ity
 &
 S
oc
ia
l I
nc
lu
si
on
 h
av
e 
es
ta
bl
is
he
d 
a 
w
or
ki
ng
 g
ro
up
 to
 c
on
si
de
r t
he
 p
os
si
bl
e 
in
tro
du
ct
io
n 
of
 n
ew
 
re
st
ric
tio
ns
 o
n 
th
e 
m
ar
ke
tin
g 
of
 fo
od
 a
nd
 d
rin
k 
to
 c
hi
ld
re
n 
an
d 
yo
un
g 
pe
op
le
, i
nc
lu
di
ng
 w
he
th
er
 th
er
e 
is
 a
 n
ee
d 
fo
r s
pe
ci
fic
 
ne
w
 le
ga
l m
ea
su
re
s.
 T
he
 w
or
k 
in
vo
lv
es
 a
 d
es
cr
ip
tio
n 
of
 th
e 
ex
te
nt
 o
f m
ar
ke
tin
g 
of
 u
nh
ea
lth
y 
fo
od
s 
to
 y
ou
ng
 p
eo
pl
e 
an
d 
th
e 
de
ve
lo
pm
en
t o
f a
 m
od
el
 fo
r n
ut
rit
io
n 
pr
ofi
lin
g.
In
 2
00
7,
 N
or
w
ay
 w
as
 th
e 
in
iti
at
or
 a
nd
 d
riv
in
g 
fo
rc
e 
fo
r W
HO
 
to
 p
re
pa
re
 re
co
m
m
en
da
tio
ns
 o
n 
th
e 
m
ar
ke
tin
g 
of
 fo
od
 a
nd
 
be
ve
ra
ge
s 
to
 c
hi
ld
re
n.
 T
he
se
 re
co
m
m
en
da
tio
ns
 w
er
e 
ad
op
te
d 
by
 a
 re
so
lu
tio
n 
pr
op
os
ed
 b
y 
N
or
w
ay
, w
ith
 th
e 
su
pp
or
t o
f m
an
y 
co
un
tri
es
, a
t t
he
 W
or
ld
 H
ea
lth
 A
ss
em
bl
y 
in
 M
ay
 2
01
0.
In
 2
00
8,
 th
e 
Eu
ro
pe
an
 n
et
w
or
k 
on
 re
du
ci
ng
 th
e 
m
ar
ke
tin
g 
of
 
un
he
al
th
y 
fo
od
s 
an
d 
be
ve
ra
ge
s 
to
w
ar
ds
 c
hi
ld
re
n 
w
as
 s
et
 u
p.
 
Th
es
e 
co
un
tri
es
 a
re
 w
or
ki
ng
 to
ge
th
er
 to
 p
ro
te
ct
 c
hi
ld
re
n’s
 h
ea
lth
 
by
 re
du
ci
ng
 th
e 
m
ar
ke
tin
g 
of
 n
ut
rie
nt
-p
oo
r a
nd
 e
ne
rg
y-
de
ns
e 
Th
e 
re
gu
la
tio
ns
 a
re
 b
ei
ng
 im
pl
em
en
te
d 
ac
co
rd
in
g 
to
 p
la
n.
 W
or
k 
on
 th
e 
nu
tri
tio
n 
pr
ofi
le
s 
is
 a
w
ai
te
d 
in
 th
e 
EU
.
As
se
ss
m
en
t w
or
k 
w
as
 c
om
pl
et
ed
 in
 2
01
2.
Th
e 
ne
tw
or
k 
w
ill
 ru
n 
th
ro
ug
h 
20
12
, w
ith
 th
e 
po
ss
ib
ili
ty
 o
f a
n 
ex
te
ns
io
n.
Th
e 
ne
tw
or
k 
ha
s 
co
nt
rib
ut
ed
 w
ith
 k
no
w
le
dg
e 
an
d 
ex
pe
rie
nc
e 
to
 s
up
po
rt 
ef
fo
rts
 to
 d
ev
el
op
 
th
e 
W
HO
 re
co
m
m
en
da
tio
ns
 o
n 
th
e 
m
ar
ke
tin
g 
of
 fo
od
 a
nd
 b
ev
er
ag
es
 to
 c
hi
ld
re
n,
 a
nd
 h
as
 
de
ve
lo
pe
d 
a 
co
de
 a
s 
an
 e
xa
m
pl
e 
of
 h
ow
 s
uc
h 
m
ar
ke
tin
g 
ca
n 
be
 re
gu
la
te
d.
 T
he
 n
et
w
or
k 
is
 a
ls
o 
w
or
ki
ng
 to
 d
ev
el
op
 a
 p
ro
to
co
l f
or
 
m
on
ito
rin
g 
th
e 
m
ar
ke
tin
g 
of
 fo
od
 to
 c
hi
ld
re
n.
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Se
e 
2.
5.
A 
si
m
pl
e 
qu
es
tio
nn
ai
re
 d
is
tri
bu
te
d 
in
 2
00
6 
re
su
lte
d 
in
 fe
w
 b
ut
 p
os
iti
ve
 a
ns
w
er
s 
to
 th
e 
ne
w
sl
et
te
r.
Th
e 
br
oc
hu
re
s 
Fo
od
 fo
r i
nf
an
ts
 a
nd
 H
ow
 to
 
br
ea
st
fe
ed
 y
ou
r b
ab
y 
w
ill
 b
e 
co
m
pl
et
el
y 
re
vi
se
d 
w
he
n 
ne
w
 re
co
m
m
en
da
tio
ns
 o
n 
in
fa
nt
 n
ut
rit
io
n 
ar
e 
pu
bl
is
he
d.
fo
od
s 
an
d 
be
ve
ra
ge
s 
to
 c
hi
ld
re
n.
 C
ur
re
nt
ly,
 2
0 
W
HO
 E
ur
op
ea
n 
M
em
be
r S
ta
te
s 
ar
e 
m
em
be
rs
. N
or
w
ay
 (t
hr
ou
gh
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
) c
ha
irs
 a
nd
 is
 th
e 
se
cr
et
ar
ia
t f
or
 th
e 
ne
tw
or
k,
 w
hi
ch
 is
 
a 
co
lla
bo
ra
tiv
e 
ac
tiv
ity
 w
ith
 th
e 
Re
gi
on
al
 O
ffi
ce
. S
ee
 a
ls
o 
10
.1
. 
N
ot
 in
iti
at
ed
.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 d
is
tri
bu
te
s 
an
nu
al
ly
 6
0 
00
0 
co
pi
es
 
of
 th
e 
br
oc
hu
re
s 
Fo
od
 fo
r i
nf
an
ts
 a
nd
 H
ow
 to
 b
re
as
tfe
ed
 y
ou
r 
ba
by
. T
he
se
 b
ro
ch
ur
es
 a
re
 re
vi
se
d 
w
he
n 
ne
ed
ed
, m
os
t r
ec
en
tly
 
in
 2
01
1.
 A
 n
ew
sl
et
te
r w
as
 re
gu
la
rly
 d
is
tri
bu
te
d 
to
 c
hi
ld
 h
ea
lth
 
ce
nt
re
s 
in
 th
e 
pe
rio
d 
20
07
–2
01
0.
A 
ne
w
 w
eb
 s
ite
 fo
r p
re
gn
an
t w
om
en
 (e
nc
ou
ra
gi
ng
 a
 h
ea
lth
y 
lif
es
ty
le
) w
as
 la
un
ch
ed
 in
 2
01
0.
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ch
ild
re
n,
 
Eq
ua
lit
y 
&
 
So
ci
al
 In
cl
us
io
n
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
2.
12
 D
ra
w
 u
p 
a 
su
m
m
ar
y 
of
 
kn
ow
le
dg
e 
ab
ou
t p
ro
du
ct
 
di
sp
la
y 
an
d 
ch
oi
ce
 o
f f
oo
ds
 a
t 
va
rio
us
 ty
pe
s 
of
 s
al
es
 o
ut
le
t
3.
1 
Of
fe
r u
pd
at
ed
 in
fo
rm
at
io
n 
m
at
er
ia
l o
n 
br
ea
st
fe
ed
in
g,
 
in
fa
nt
 a
nd
 y
ou
ng
 c
hi
ld
 
nu
tri
tio
n
3.
 N
ut
ri
tio
n 
in
 th
e 
ea
rl
y 
st
ag
es
 o
f l
ife
Go
al
s:
 m
pr
ov
e 
di
et
ar
y 
gu
id
an
ce
 fo
r w
om
en
 o
f c
hi
ld
be
ar
in
g 
ag
e 
an
d 
pr
eg
na
nt
 w
om
en
 
Fa
ci
lit
at
e 
ex
cl
us
iv
e 
br
ea
st
fe
ed
in
g 
fo
r a
 h
ig
he
r p
er
ce
nt
ag
e 
of
 in
fa
nt
s 
fo
r t
he
 fi
rs
t s
ix
 m
on
th
s 
of
 li
fe
 a
nd
 c
on
tin
ue
d 
br
ea
st
fe
ed
in
g 
un
til
 a
t l
ea
st
 1
2 
m
on
th
s
 
Fa
ci
lit
at
e 
a 
go
od
 d
ie
t f
or
 in
fa
nt
s 
an
d 
yo
un
g 
ch
ild
re
n
 
St
re
ng
th
en
 g
ui
da
nc
e 
on
 b
re
as
tfe
ed
in
g,
 d
ie
t, 
fo
od
 a
nd
 m
ea
ls
 fo
r p
ar
en
ts
 o
f i
nf
an
ts
 a
nd
 y
ou
ng
 c
hi
ld
re
n
 
Co
nt
rib
ut
e 
to
 e
ns
ur
in
g 
th
at
 m
ar
ke
tin
g 
of
 b
re
as
t-m
ilk
 s
ub
st
itu
te
s 
is
 s
tri
ct
ly
 in
 li
ne
 w
ith
 in
te
rn
at
io
na
l r
ec
om
m
en
da
tio
ns
 
Em
ph
as
ize
 e
ffo
rts
 to
w
ar
ds
 w
om
en
 a
nd
 c
hi
ld
re
n 
w
ith
 a
 n
on
-w
es
te
rn
 b
ac
kg
ro
un
d
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3.
2 
Co
nt
in
ue
 a
nd
 fu
rth
er
 
de
ve
lo
p 
th
e 
Ba
by
-F
rie
nd
ly
 
In
iti
at
iv
e 
in
 N
or
w
ay
3.
3 
Fa
ci
lit
at
e 
th
e 
in
co
rp
or
at
io
n 
of
 th
e 
en
tir
e 
W
HO
 C
od
e 
of
 M
ar
ke
tin
g 
of
 
Br
ea
st
-m
ilk
 S
ub
st
itu
te
s 
in
to
 
N
or
w
eg
ia
n 
le
gi
sl
at
io
n 
an
d 
en
su
re
 c
om
pl
ia
nc
e 
w
ith
 th
e 
Co
de
3.
4 
M
ai
nt
ai
n 
es
ta
bl
is
he
d 
m
at
er
ni
ty
 le
av
e 
sc
he
m
es
 
fo
r w
om
en
, a
nd
 c
on
si
de
r 
th
e 
po
ss
ib
ili
ty
 o
f p
ai
d 
br
ea
st
fe
ed
in
g 
br
ea
ks
 s
o 
th
at
 
al
l w
om
en
 w
ho
 w
is
h 
to
 m
ay
 
br
ea
st
fe
ed
 in
 a
cc
or
da
nc
e 
w
ith
 th
e 
he
al
th
 a
ut
ho
rit
ie
s’
 
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
La
bo
ur
;	
Ch
ild
re
n,
 
Eq
ua
lit
y 
&
 S
oc
ia
l 
In
cl
us
io
na
Ar
tic
le
s 
ab
ou
t i
nf
an
t a
nd
 y
ou
ng
 c
hi
ld
 n
ut
rit
io
n 
ar
e 
co
nt
in
uo
us
ly
 
de
ve
lo
pe
d 
an
d 
up
da
te
d 
on
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
, 
M
at
po
rta
le
n 
an
d 
He
ls
eN
or
ge
 w
eb
 s
ite
s.
Co
ur
se
s 
w
er
e 
ar
ra
ng
ed
 fo
r n
ur
se
s 
w
or
ki
ng
 in
 c
hi
ld
 h
ea
lth
 
ce
nt
re
s 
an
d 
m
id
w
iv
es
 in
 a
ll 
co
un
tie
s 
fro
m
 a
ut
um
n 
20
07
 to
 
sp
rin
g 
20
09
 b
y 
th
e 
Re
so
ur
ce
 C
en
tre
 fo
r B
re
as
tfe
ed
in
g 
an
d 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
, i
n 
co
lla
bo
ra
tio
n 
w
ith
 th
e 
N
or
w
eg
ia
n 
N
ur
se
s 
Or
ga
ni
za
tio
n.
 T
he
 m
ai
n 
su
bj
ec
t w
as
 a
n 
ac
tio
n 
pl
an
 fo
r 
a 
be
tte
r d
ie
t, 
w
ith
 e
m
ph
as
is
 o
n 
gu
id
el
in
es
 fo
r s
ki
lle
d 
nu
rs
in
g 
cl
in
ic
s.
N
at
io
na
l g
ui
de
lin
es
 fo
r p
er
in
at
al
 c
ar
e 
ar
e 
be
in
g 
de
ve
lo
pe
d 
by
 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
.
Th
e 
go
ve
rn
m
en
t i
s 
co
ns
id
er
in
g 
of
fe
rin
g 
pa
id
 b
re
as
tfe
ed
in
g 
br
ea
ks
 fo
r b
re
as
tfe
ed
in
g 
w
om
en
. I
t i
s 
no
t c
le
ar
 w
he
n 
th
is
 w
ill
 b
e 
de
ci
de
d.
Th
e 
M
in
is
tri
es
 o
f L
ab
ou
r, 
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
 a
nd
 C
hi
ld
re
n,
 
Eq
ua
lit
y 
&
 S
oc
ia
l I
nc
lu
si
on
 h
av
e 
es
ta
bl
is
he
d 
an
 in
te
rn
al
 w
or
k 
gr
ou
p 
co
ns
id
er
in
g 
br
ea
st
fe
ed
in
g 
br
ea
ks
 a
nd
 d
is
tri
bu
tio
n 
of
 
pa
re
nt
in
g 
le
av
e 
be
tw
ee
n 
th
e 
pa
re
nt
s.
Fo
llo
w
-u
p 
an
d 
ev
al
ua
tio
n 
is
 d
on
e 
th
ro
ug
h 
a 
co
nt
in
ui
ng
 ra
nd
om
ize
d 
co
nt
ro
lle
d 
st
ud
y.
By
 th
e 
en
d 
of
 2
01
1,
 1
09
 o
ut
 o
f 4
30
 
m
un
ic
ip
al
iti
es
 h
ad
 in
tro
du
ce
d 
th
e 
pr
oj
ec
t 
Am
m
ek
yn
di
ge
 H
el
se
st
as
jo
ne
r (
ce
rti
fic
at
io
n 
of
 
br
ea
st
fe
ed
in
g 
pr
ac
tic
es
 a
t c
hi
ld
 h
ea
lth
 c
en
tre
s)
 
an
d 
15
 m
un
ic
ip
al
iti
es
 o
r u
rb
an
 d
is
tri
ct
s 
ha
d 
be
en
 a
pp
ro
ve
d.
 
It 
is
 s
om
ew
ha
t u
nc
le
ar
.
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In
 2
00
7,
 th
e 
Fo
od
 S
af
et
y 
Au
th
or
ity
 a
nd
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 p
ub
lis
he
d 
th
e 
re
po
rt 
De
ve
lo
pm
en
t i
n 
th
e 
ba
by
 fo
od
 m
ar
ke
t –
 s
ta
tu
s 
fo
r 2
00
7.
 
In
 2
00
7 
an
d 
20
08
, t
he
 F
oo
d 
Sa
fe
ty
 A
ut
ho
rit
y 
pu
bl
is
he
d 
Pa
rts
 I 
an
d 
II 
of
 th
e 
re
po
rt 
An
al
ys
es
 
of
 n
ut
rie
nt
s 
in
 b
ab
y 
fo
od
 p
ro
du
ct
s 
20
06
/2
00
8.
In
 2
01
1,
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 e
st
ab
lis
he
d 
a 
w
or
ki
ng
 g
ro
up
 
to
 re
vi
se
 th
e 
re
co
m
m
en
da
tio
ns
 o
n 
in
fa
nt
 n
ut
rit
io
n.
 T
hi
s 
is
 a
 
co
m
pr
eh
en
si
ve
 ta
sk
. I
t i
s 
pl
an
ne
d 
to
 c
om
pl
et
e 
ne
w
 g
ui
de
lin
es
 
fo
r i
nf
an
t n
ut
rit
io
n 
in
 2
01
3.
As
 s
oo
n 
as
 th
es
e 
gu
id
el
in
es
 a
re
 fi
ni
sh
ed
, g
ui
de
lin
es
 fo
r t
he
 
nu
tri
tio
n 
of
 p
re
m
at
ur
e 
ba
bi
es
 w
ill
 b
e 
st
ar
te
d.
A 
ne
w
 b
ro
ch
ur
e 
ab
ou
t n
ut
rit
io
n 
an
d 
ph
ys
ic
al
 a
ct
iv
ity
 in
 
pr
eg
na
nc
y 
w
as
 p
ub
lis
he
d 
in
 2
00
9.
 T
he
 D
ire
ct
or
at
e 
of
 H
ea
lth
, t
he
 
Fo
od
 S
af
et
y 
Au
th
or
ity
 a
nd
 th
e 
In
st
itu
te
 o
f P
ub
lic
 H
ea
lth
 h
av
e 
re
vi
se
d 
an
d 
up
da
te
d 
in
fo
rm
at
io
n 
fo
r p
re
gn
an
t w
om
en
 o
n 
th
e 
M
at
po
rta
le
n 
w
eb
 s
ite
, i
n 
ad
di
tio
n 
to
 th
ei
r o
w
n 
w
eb
 s
ite
s.
 
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 h
ad
 re
gu
la
r m
ee
tin
gs
 w
ith
 th
e 
Fo
od
 S
af
et
y 
Au
th
or
ity
, d
is
tri
bu
te
d 
th
e 
ne
w
sl
et
te
r F
ac
ts
 o
n 
fo
od
 
fo
r i
nf
an
ts
 a
nd
 m
on
ito
re
d 
th
e 
ba
by
 fo
od
 o
n 
th
e 
m
ar
ke
t.
Se
ve
ra
l r
eg
is
tra
tio
n 
sy
st
em
s 
ha
ve
 b
ee
n 
co
ns
id
er
ed
 a
nd
 a
 c
ho
ic
e 
ha
s 
be
en
 s
ug
ge
st
ed
 b
ut
 n
o 
sy
st
em
 h
as
 y
et
 e
st
ab
lis
he
d.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 &
 
Fo
od
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
re
co
m
m
en
da
tio
ns
 d
ur
in
g 
w
or
ki
ng
 h
ou
rs
3.
5 
Re
vi
se
 a
nd
 d
ev
el
op
 
na
tio
na
l r
ec
om
m
en
da
tio
ns
 
an
d 
gu
id
el
in
es
 o
n 
in
fa
nt
 a
nd
 
yo
un
g 
ch
ild
 n
ut
rit
io
n 
an
d 
nu
tri
tio
n 
fo
r p
re
m
at
ur
e 
ba
bi
es
3.
6 
St
re
ng
th
en
 g
ui
da
nc
e 
on
 
nu
tri
tio
n 
fo
r p
re
gn
an
t w
om
en
 
by
 im
pl
em
en
tin
g 
pr
of
es
si
on
al
 
gu
id
el
in
es
 fo
r m
at
er
ni
ty
 c
ar
e 
an
d 
pu
bl
is
hi
ng
 in
fo
rm
at
io
n 
m
at
er
ia
ls
3.
7 
Co
nt
in
ue
 th
e 
m
ea
su
re
s 
re
la
tin
g 
to
 th
e 
im
pl
em
en
ta
tio
n 
of
 th
e 
EC
 d
ire
ct
iv
es
 o
n 
in
fa
nt
 
fo
od
 in
 N
or
w
ay
3.
8 
W
or
k 
to
 e
st
ab
lis
h 
a 
sy
st
em
 fo
r n
at
io
na
l 
br
ea
st
fe
ed
in
g 
st
at
is
tic
s
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3.
9 
Co
ns
id
er
 in
tro
du
ci
ng
 a
 
na
tio
nw
id
e 
pr
og
ra
m
m
e 
of
 
fre
e 
vi
ta
m
in
 D
 s
up
pl
em
en
ts
 
fo
r i
nf
an
ts
 w
ith
 n
on
-w
es
te
rn
 
ba
ck
gr
ou
nd
s
4.
1 
Re
vi
se
 g
ui
de
lin
es
 fo
r f
oo
d 
in
 k
in
de
rg
ar
te
ns
. 
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
A 
na
tio
nw
id
e 
of
fe
r h
as
 b
ee
n 
m
ad
e 
si
nc
e 
20
09
 a
fte
r t
es
tin
g 
in
 
ei
gh
t w
el
l-b
ab
y 
cl
in
ic
s.
 T
hi
s 
is
 b
as
ed
 o
n 
a 
Ph
D 
th
es
is
 s
ho
w
in
g 
th
at
 fr
ee
 v
ita
m
in
 D
 d
ro
ps
 im
pr
ov
e 
th
e 
vi
ta
m
in
 D
 s
ta
tu
s 
fo
r 
in
fa
nt
s 
of
 n
on
-w
es
te
rn
 im
m
ig
ra
nt
s.
 
Th
e 
Gu
id
el
in
es
 fo
r f
oo
d 
in
 k
in
de
rg
ar
te
ns
 w
er
e 
re
vi
se
d 
in
 2
00
7 
an
d 
se
nt
 to
 a
ll 
ki
nd
er
ga
rte
ns
 a
nd
 m
un
ic
ip
al
iti
es
. I
m
pl
em
en
ta
tio
n 
of
 th
e 
gu
id
el
in
es
 w
ith
 s
up
po
rti
ng
 in
fo
rm
at
io
n 
w
as
 s
up
po
rte
d 
by
 
tra
in
in
g 
an
d 
m
ee
tin
gs
 a
t c
ou
nt
y 
le
ve
l. 
Th
e 
gu
id
el
in
es
 h
av
e 
be
en
 
de
sc
rib
ed
 in
 c
en
tra
l d
oc
um
en
ts
 s
uc
h 
as
 th
e 
N
at
io
na
l c
ur
ric
ul
um
 
re
gu
la
tio
ns
 o
n 
th
e 
co
nt
en
t a
nd
 d
ut
ie
s 
of
 k
in
de
rg
ar
te
ns
  
(C
ha
pt
er
 3
.2
, B
od
y, 
m
ov
em
en
t a
nd
 h
ea
lth
). 
In
 a
dd
iti
on
, t
he
 
gu
id
el
in
es
 a
re
 a
n 
in
te
gr
al
 p
ar
t o
f o
ng
oi
ng
 w
or
k 
an
d 
in
fo
rm
at
io
n 
ef
fo
rts
 a
nd
 a
re
 p
ar
t o
f t
he
 F
is
ke
sp
re
ll 
se
af
oo
d 
pr
oj
ec
t (
se
e 
1.
3)
.
It 
ha
s 
be
en
 s
ug
ge
st
ed
 th
at
 th
e 
In
st
itu
te
 o
f 
Pu
bl
ic
 H
ea
lth
 s
ho
ul
d 
ta
ke
 o
ve
r r
es
po
ns
ib
ili
ty
 
fo
r t
hi
s 
pr
oj
ec
t, 
bu
t n
o 
de
ci
si
on
 h
as
 b
ee
n 
ta
ke
n.
 
In
fo
rm
at
io
n 
is
 a
va
ila
bl
e 
in
 E
ng
lis
h,
 N
or
w
eg
ia
n,
 
So
m
al
i, 
Tu
rk
is
h 
an
d 
Ur
du
.
A 
m
ap
pi
ng
 o
f m
ea
ls
, p
hy
si
ca
l a
ct
iv
ity
 a
nd
 
en
vi
ro
nm
en
ta
l h
ea
lth
 in
 k
in
de
rg
ar
te
ns
 in
 s
pr
in
g 
20
11
 s
ho
w
ed
 th
at
 9
0%
 o
f a
dm
in
is
tra
to
rs
 a
nd
 
70
%
 o
f h
ea
d 
te
ac
he
rs
 w
er
e 
aw
ar
e 
of
 th
e 
gu
id
el
in
es
. T
hi
s 
is
 fa
r m
or
e 
th
an
 in
 2
00
5 
w
he
n 
36
%
 a
nd
 2
1%
, r
es
pe
ct
iv
el
y, 
w
er
e 
aw
ar
e 
of
 
th
em
. T
ho
se
 d
ire
ct
or
s 
w
ho
 w
er
e 
aw
ar
e 
of
 th
em
 
w
er
e 
as
ke
d 
ho
w
 th
ey
 h
ad
 m
ad
e 
us
e 
of
 th
e 
gu
id
el
in
es
: 7
1%
 s
ai
d 
th
e 
gu
id
el
in
es
 h
ad
 b
ee
n 
us
ed
 d
ur
in
g 
in
te
rn
al
 m
ee
tin
gs
 w
ith
 s
ta
ff,
 6
1%
 
sa
id
 th
ey
 w
er
e 
us
ed
 fo
r m
ea
su
re
s 
to
 in
cr
ea
se
 
st
af
f c
om
pe
te
nc
e 
an
d 
57
%
 s
ai
d 
th
ey
 w
er
e 
us
ed
 fo
r p
la
nn
in
g 
ed
uc
at
io
na
l a
ct
iv
iti
es
. A
m
on
g 
ki
nd
er
ga
rte
ns
 w
he
re
 th
e 
he
ad
 te
ac
he
r w
as
 
aw
ar
e 
of
 th
e 
gu
id
el
in
es
, m
or
e 
he
al
th
y 
fo
od
s 
w
er
e 
of
fe
re
d 
co
m
pa
re
d 
w
ith
 k
in
de
rg
ar
te
ns
 
w
ith
ou
t s
uc
h 
aw
ar
en
es
s.
4.
 H
ea
lth
y 
m
ea
ls
 in
 k
in
de
rg
ar
te
ns
 a
nd
 s
ch
oo
ls
Go
al
s:
 T
o 
he
lp
 k
in
de
rg
ar
te
ns
, s
ch
oo
ls
 a
nd
 b
ef
or
e-
 a
nd
 a
fte
r-s
ch
oo
l p
ro
gr
am
m
es
 to
 p
ro
m
ot
e 
he
al
th
y 
ea
tin
g 
ha
bi
ts
 a
m
on
g 
ch
ild
re
n 
an
d 
ad
ol
es
ce
nt
s 
th
ro
ug
h 
m
ea
ls
  
 
in
 li
ne
 w
ith
 th
e 
he
al
th
 a
ut
ho
rit
ie
s’
 re
co
m
m
en
da
tio
ns
 
He
lp
 to
 e
ns
ur
e 
th
at
 c
hi
ld
re
n 
an
d 
ad
ol
es
ce
nt
s 
ac
qu
ire
 h
ea
lth
y 
ea
tin
g 
ha
bi
ts
 
Em
ph
as
ize
 e
ffo
rts
 to
w
ar
ds
 w
om
en
 a
nd
 c
hi
ld
re
n 
w
ith
 a
 n
on
-w
es
te
rn
 b
ac
kg
ro
un
d
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ea
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nd
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M
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tr
y 
M
ea
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s 
Co
m
m
en
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re
sp
on
si
bl
e
Th
e 
m
ap
pi
ng
 o
f m
ea
ls
, p
hy
si
ca
l a
ct
iv
ity
 a
nd
 
en
vi
ro
nm
en
ta
l h
ea
lth
 in
 k
in
de
rg
ar
te
ns
 in
 s
pr
in
g 
20
11
 s
ho
w
ed
 th
at
 6
0%
 o
f t
he
 a
dm
in
is
tra
to
rs
 
an
d 
46
%
 o
f t
he
 h
ea
d 
te
ac
he
rs
 h
ad
 re
ce
iv
ed
 th
e 
bo
ok
le
t. 
Am
on
g 
th
e 
he
ad
 te
ac
he
rs
 w
ho
 h
ad
 
re
ce
iv
ed
 it
, 8
0%
 fe
lt 
th
at
 it
 h
ad
 b
ee
n 
us
ef
ul
 
or
 v
er
y 
us
ef
ul
. I
n 
th
e 
ki
nd
er
ga
rte
ns
 w
he
re
 
th
e 
he
ad
 te
ac
he
rs
 h
ad
 re
ce
iv
ed
 th
e 
bo
ok
le
t, 
so
m
e 
m
or
e 
he
al
th
y 
fo
od
 p
ro
du
ct
s 
w
er
e 
se
rv
ed
 
co
m
pa
re
d 
w
ith
 k
in
de
rg
ar
te
ns
 w
he
re
 th
e 
he
ad
 
te
ac
he
rs
 h
ad
 n
ot
 re
ce
iv
ed
 th
e 
bo
ok
le
t.
Pr
im
ar
y 
sc
ho
ol
 (s
te
ps
 1
–7
) p
ar
tic
ip
at
io
n 
in
 th
e 
sc
ho
ol
 fr
ui
t s
ch
em
e,
 2
00
7–
20
11
 
Ye
ar
 
Pu
pi
ls 
w
ith
 a 
fru
it/
 
Sc
ho
ol
s w
ith
 
 
ve
ge
ta
bl
e s
ch
em
e a
t 
a s
ch
em
e (
re
du
ce
d o
r
 
 
re
du
ce
d c
os
t, s
te
ps
  
no
rm
al
 ra
te
) i
n s
te
ps
 
 
 
 1–
7a 
%
 
1–
7 %
  
20
07
 
25
.6 
57
.2
 
20
08
 
27
.4 
55
.2
 
20
09
 
19
.6 
59
.3
 
20
10
 
18
.3 
56
.8
 
20
11
 
18
.4 
57
.1
a  
Pe
rc
en
ta
ge
 o
f t
ot
al
 n
um
be
r o
f p
rim
ar
y 
sc
ho
ol
 c
hi
ld
re
n 
ea
ch
 
ye
ar
 w
ho
 h
av
e 
ac
ce
ss
 to
 fr
ui
t/
ve
ge
ta
bl
es
, e
ith
er
 th
ro
ug
h 
su
bs
cr
ip
tio
n 
or
 w
ith
 fu
ll 
or
 p
ar
tia
l l
oc
al
 s
po
ns
or
sh
ip
. T
he
 
pr
op
or
tio
n 
su
bs
cr
ib
in
g 
ha
s 
al
w
ay
s 
be
en
 la
rg
er
 th
an
 th
e 
pr
op
or
tio
n 
w
ith
 fu
ll 
or
 p
ar
tia
l l
oc
al
 s
po
ns
or
sh
ip
. T
he
 p
ro
po
rti
on
 
of
 lo
ca
l o
r m
un
ic
ip
al
 s
po
ns
or
sh
ip
 h
as
 fa
lle
n 
ea
ch
 y
ea
r, 
af
fe
ct
in
g 
pa
rti
ci
pa
tio
n.
M
at
er
ia
l w
as
 d
ev
el
op
ed
 a
nd
 s
en
t t
o 
al
l k
in
de
rg
ar
te
ns
 
na
tio
nw
id
e 
in
 2
00
8.
 T
he
 p
ac
ka
ge
 o
f m
at
er
ia
l e
nt
itl
ed
 G
oo
d 
fo
od
 in
 th
e 
ki
nd
er
ga
rte
n 
in
cl
ud
es
 a
 6
1-
pa
ge
 in
st
ru
ct
io
n 
bo
ok
le
t 
w
ith
 a
dv
ic
e 
on
 d
ie
t, 
fo
od
 a
nd
 m
ea
ls
, c
el
eb
ra
tio
ns
, a
lle
rg
ie
s 
an
d 
hy
gi
en
e 
as
 w
el
l a
s 
re
ci
pe
s,
 a
nd
 tw
o 
po
st
er
s 
an
d 
tw
o 
po
st
ca
rd
s.
 
Th
er
e 
is
 g
re
at
 d
em
an
d 
fo
r t
he
 m
at
er
ia
l.
Th
e 
bo
ok
le
t h
as
 b
ee
n 
pr
in
te
d 
in
 th
e 
fo
llo
w
in
g 
qu
an
tit
ie
s:
 1
8 
00
0 
in
 2
00
8,
 1
0 
00
0 
in
 2
00
9 
an
d 
12
 0
00
 in
 2
01
1,
 to
ta
lli
ng
 4
0 
00
0.
Si
nc
e 
au
tu
m
n 
20
07
, P
ar
lia
m
en
t h
as
 g
iv
en
 g
ra
nt
s 
to
 
m
un
ic
ip
al
iti
es
 to
 e
na
bl
e 
th
em
 to
 p
ro
vi
de
 p
up
ils
 in
 s
ec
on
da
ry
 
sc
ho
ol
s 
(s
te
ps
 8
–1
0)
 a
nd
 c
om
bi
ne
d 
sc
ho
ol
s 
(s
te
ps
 1
–1
0)
 w
ith
 
fre
e 
fru
it 
an
d 
ve
ge
ta
bl
es
. T
hi
s 
ha
s 
be
en
 e
st
ab
lis
he
d 
in
 la
w
 s
in
ce
 
20
08
.
Pu
pi
ls
 in
 p
rim
ar
y 
sc
ho
ol
s 
(s
te
ps
 1
–7
) c
an
 s
ub
sc
rib
e 
to
 th
e 
sc
ho
ol
 
fru
it 
sc
he
m
e,
 w
he
re
by
 th
e 
go
ve
rn
m
en
t s
ub
si
di
ze
s 
ea
ch
 fr
ui
t o
r 
ve
ge
ta
bl
e 
by
 N
Kr
 1
 s
o 
th
at
 th
e 
su
bs
cr
ip
tio
n 
co
st
s 
N
Kr
 2
.5
0 
pe
r 
sc
ho
ol
 d
ay
. R
eg
is
tra
tio
n,
 in
fo
rm
at
io
n 
an
d 
ac
tiv
iti
es
 c
an
 b
e 
fo
un
d 
on
 th
e 
Sk
ol
ef
ru
gt
.n
o 
w
eb
 s
ite
, w
hi
ch
 h
as
 in
fo
rm
at
io
n 
ab
ou
t t
he
 
sc
he
m
e 
in
 fi
ve
 la
ng
ua
ge
s 
ot
he
r t
ha
n 
N
or
w
eg
ia
n.
Us
er
 s
ur
ve
ys
 o
f t
he
 tw
o 
sc
he
m
es
 a
re
 c
ar
rie
d 
ou
t e
ve
ry
 s
em
es
te
r. 
A 
ne
w
 w
eb
 s
ite
 h
as
 b
ee
n 
de
ve
lo
pe
d 
to
ge
th
er
 w
ith
 s
im
pl
ifi
ed
 
re
gi
st
ra
tio
n,
 in
fo
rm
at
io
n 
in
 s
ev
er
al
 la
ng
ua
ge
s,
 m
ot
iv
at
io
na
l 
ite
m
s 
su
ch
 a
s 
t-s
hi
rts
, b
oo
k 
bi
nd
in
gs
 a
nd
 c
om
pe
tit
io
ns
, a
nd
 
fu
nd
in
g 
fo
r m
od
el
 d
ev
el
op
m
en
t a
nd
 fi
lm
s 
to
 b
ro
ad
en
 th
e 
su
bs
cr
ip
tio
n 
ba
se
 a
nd
 fo
cu
s 
on
 fr
ui
ts
 a
nd
 v
eg
et
ab
le
s.
 T
he
 w
or
k 
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
;	
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
4.
2 
Pr
ep
ar
e 
an
d 
of
fe
r 
ed
uc
at
io
na
l t
oo
ls
 a
nd
 
in
fo
rm
at
io
n 
m
at
er
ia
ls
 re
la
tin
g 
to
 th
e 
re
vi
se
d 
gu
id
el
in
es
 
fo
r f
oo
d 
an
d 
m
ea
ls
 in
 
ki
nd
er
ga
rte
ns
4.
3 
In
tro
du
ce
 a
 p
ro
gr
am
m
e 
fo
r f
ru
it 
an
d 
ve
ge
ta
bl
es
 fo
r 
al
l p
up
ils
 in
 p
rim
ar
y 
an
d 
se
co
nd
ar
y 
sc
ho
ol
s
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re
sp
on
si
bl
e
Ap
pr
ox
im
at
el
y 
28
0 
00
0 
pu
pi
ls
 a
tte
nd
 s
ch
oo
ls
 
co
ve
re
d 
by
 th
e 
fre
e 
sc
he
m
e.
Th
e 
TI
N
E 
da
iry
 c
oo
pe
ra
tiv
e 
an
d 
th
e 
Da
iry
 
Pr
od
uc
ts
 In
fo
rm
at
io
n 
Of
fic
e 
pl
an
 to
 in
cr
ea
se
 
ef
fo
rts
 in
 u
pp
er
 s
ec
on
da
ry
 s
ch
oo
ls
 w
ith
 a
 
se
pa
ra
te
 p
ro
du
ct
 p
or
tfo
lio
.
En
ro
lm
en
t i
n 
th
e 
sc
ho
ol
 m
ilk
 s
ch
em
e 
co
ve
rs
 
99
%
 o
f a
ll 
pr
im
ar
y 
sc
ho
ol
s 
(s
te
ps
 1
–7
) a
nd
 
co
m
bi
ne
d 
pr
im
ar
y-
 a
nd
 lo
w
er
 s
ec
on
da
ry
 
sc
ho
ol
s 
(s
te
ps
 1
–1
0)
. I
n 
to
ta
l, 
50
.7
%
 o
f t
he
 
pu
pi
ls
 in
 th
es
e 
sc
ho
ol
s 
pa
rti
ci
pa
te
d 
in
 2
01
1,
 
a 
sl
ig
ht
 d
ec
re
as
e 
on
 th
e 
pr
ev
io
us
 y
ea
rs
 w
he
n 
pa
rti
ci
pa
tio
n 
w
as
 5
1.
1%
 a
nd
 5
1.
7%
 in
 2
01
0 
an
d 
20
09
, r
es
pe
ct
iv
el
y. 
Se
m
i-s
ki
m
m
ed
 m
ilk
 
is
 c
on
ne
ct
ed
 to
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
’s 
gu
id
el
in
es
 fo
r s
ch
oo
l 
m
ea
ls
 in
 p
rim
ar
y 
an
d 
se
co
nd
ar
y 
sc
ho
ol
s.
Li
ttl
e 
op
po
rtu
ni
ty
 to
 c
ho
os
e 
th
e 
fru
it 
or
 v
eg
et
ab
le
 is
 o
ne
 o
f t
he
 
re
as
on
s 
gi
ve
n 
fo
r l
ow
 p
ar
tic
ip
at
io
n.
 It
 is
 d
iffi
cu
lt 
to
 g
et
 s
ch
oo
ls
 to
 
pu
t w
or
k 
in
to
 a
 p
ai
d 
pa
re
nt
al
 s
ch
em
e 
in
 w
hi
ch
 o
nl
y 
so
m
e 
of
 th
e 
pu
pi
ls
 p
ar
tic
ip
at
e,
 fo
r e
xa
m
pl
e,
 b
y 
gi
vi
ng
 th
em
 a
 c
ho
ic
e 
be
tw
ee
n 
at
 le
as
t t
w
o 
fru
its
 o
r v
eg
et
ab
le
s.
 T
he
 re
sp
on
se
 is
 g
re
at
es
t i
n 
th
e 
fir
st
 c
la
ss
 a
nd
 fa
lls
 o
ff 
as
 th
e 
pu
pi
ls
 m
ov
e 
up
 th
e 
sc
ho
ol
. P
ric
e 
on
ly
 s
ee
m
s 
to
 b
e 
si
gn
ifi
ca
nt
 fo
r p
ar
en
ts
 o
n 
th
e 
lo
w
es
t h
ou
se
ho
ld
 
in
co
m
es
 (r
ef
er
en
ce
: a
sp
ec
t o
f s
oc
ia
l i
ne
qu
al
ity
 in
 h
ea
lth
). 
So
m
e 
sc
ho
ol
 s
ta
ff 
an
d 
pa
re
nt
s 
al
so
 g
av
e 
th
e 
un
fa
irn
es
s 
of
 th
e 
sc
he
m
e 
no
t b
ei
ng
 fr
ee
 in
 s
ch
oo
ls
 w
ith
 s
te
ps
 1
–7
 a
s 
a 
re
as
on
 n
ot
 to
 
pa
rti
ci
pa
te
.
It 
w
ill
 b
e 
im
po
rta
nt
 to
 e
st
ab
lis
h 
a 
fru
it 
an
d 
ve
ge
ta
bl
e 
pr
og
ra
m
m
e 
th
at
 re
ac
he
s 
al
l p
up
ils
. 
M
ee
tin
gs
 w
ith
 re
pr
es
en
ta
tiv
es
 o
f t
he
 in
de
pe
nd
en
t a
gr
ic
ul
tu
ra
l 
se
ct
or
 In
fo
rm
at
io
n 
Of
fic
e 
fo
r m
ilk
  a
nd
 th
e 
TI
N
E 
da
iry
 c
oo
pe
ra
tiv
e 
ar
e 
or
ga
ni
ze
d 
an
nu
al
ly
 to
 d
is
cu
ss
 to
pi
ca
l i
ss
ue
s.
 M
ee
tin
gs
 a
re
 
al
so
 h
el
d 
w
ith
 th
e 
re
le
va
nt
 m
in
is
tri
es
 (o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
, 
Ed
uc
at
io
n 
&
 R
es
ea
rc
h 
an
d 
Ag
ric
ul
tu
re
 &
 F
oo
d)
. T
he
 g
ui
de
lin
es
 
fo
r m
ea
ls
 in
 p
rim
ar
y 
an
d 
se
co
nd
ar
y 
sc
ho
ol
s,
 d
ev
el
op
ed
 b
y 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
, f
or
m
 th
e 
ba
si
s 
of
 w
or
k 
an
d 
in
fo
rm
at
io
n 
ab
ou
t t
he
 s
ch
oo
l m
ilk
 s
ch
em
e.
A 
ne
w
 v
ar
ie
ty
 o
f m
ilk
 w
ith
 a
dd
ed
 fl
av
ou
r a
nd
 a
 n
ew
 o
nl
in
e 
re
gi
st
ra
tio
n 
fo
rm
 w
er
e 
la
un
ch
ed
 in
 2
01
0.
 W
or
k 
is
 c
on
tin
ui
ng
, a
nd
 
pl
an
ni
ng
 h
as
 b
eg
un
 fo
r a
 g
re
at
er
 fo
cu
s 
on
 m
ilk
 in
 k
in
de
rg
ar
te
ns
. 
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 &
 
Fo
od
;	E
du
ca
tio
n	
&
 R
es
ea
rc
h
4.
4 
Pr
om
ot
e 
in
cr
ea
se
d 
pa
rti
ci
pa
tio
n 
in
 th
e 
sc
ho
ol
 
m
ilk
 p
ro
gr
am
m
e 
in
 p
rim
ar
y 
an
d 
se
co
nd
ar
y 
sc
ho
ol
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re
sp
on
si
bl
e
(1
.5
%
 fa
t) 
is
 th
e 
m
os
t p
op
ul
ar
 o
f t
he
 m
ilk
 
va
ria
nt
s,
 c
ho
se
n 
by
 6
1%
 o
f t
he
 p
up
ils
.
Pa
rti
ci
pa
tio
n 
is
 g
re
at
es
t a
m
on
g 
th
e 
yo
un
ge
st
 
ch
ild
re
n.
 In
 lo
w
er
 s
ec
on
da
ry
 s
ch
oo
ls
 (s
te
ps
 
8–
10
), 
on
ly
 8
%
 o
f t
he
 p
up
ils
 e
nr
ol
le
d 
in
 th
e 
sc
he
m
e 
in
 2
01
1.
A 
re
se
ar
ch
 g
ro
up
 a
t t
he
 U
ni
ve
rs
ity
 o
f B
er
ge
n 
(H
EM
IL
-s
en
tre
et
) h
as
 e
va
lu
at
ed
 th
e 
Ph
ys
ic
al
 
Ac
tiv
ity
 a
nd
 M
ea
ls
 a
t S
ch
oo
l p
ro
je
ct
 (a
va
ila
bl
e 
in
 N
or
w
eg
ia
n 
up
on
 re
qu
es
t).
Pa
rt 
on
e 
of
 th
e 
ev
al
ua
tio
n 
of
 th
e 
pr
oj
ec
t a
bo
ut
 
co
he
re
nc
e 
be
tw
ee
n 
sc
ho
ol
 a
nd
 th
e 
be
fo
re
- a
nd
 
af
te
r-s
ch
oo
l p
ro
gr
am
m
es
 (H
el
he
tli
g 
Sk
ol
ed
ag
) 
is
 a
va
ila
bl
e 
in
 N
or
w
eg
ia
n 
up
on
 re
qu
es
t.
He
al
th
-p
ro
m
ot
in
g 
sc
ho
ol
s 
ha
ve
 b
ee
n 
a 
to
pi
c 
at
 
va
rio
us
 m
ee
tin
gs
 fo
r p
ub
lic
 h
ea
lth
 a
dv
is
er
s 
at
 
co
un
ty
 le
ve
l. 
It 
is
 a
ls
o 
m
en
tio
ne
d 
in
 th
e 
W
hi
te
 
Pa
pe
r o
n 
th
e 
N
at
io
na
l H
ea
lth
 a
nd
 C
ar
e 
Pl
an
 fo
r 
N
or
w
ay
 (2
01
1–
20
15
). 
A 
to
ta
l o
f 4
00
 p
rim
ar
y 
an
d 
lo
w
er
 s
ec
on
da
ry
 s
ch
oo
ls
 a
nd
 1
8 
up
pe
r 
se
co
nd
ar
y 
sc
ho
ol
s 
re
ce
iv
ed
 g
ra
nt
s 
be
tw
ee
n 
20
04
 a
nd
 2
00
7 
to
 
pa
rti
ci
pa
te
 in
 th
e 
Ph
ys
ic
al
 A
ct
iv
ity
 a
nd
 M
ea
ls
 in
 S
ch
oo
l p
ro
je
ct
. 
Ex
pe
rie
nc
e 
fro
m
 th
e 
pr
oj
ec
t w
as
 s
ha
re
d 
th
ro
ug
h 
pr
es
en
ta
tio
ns
 
an
d 
di
st
rib
ut
io
n 
of
 a
 g
ui
da
nc
e 
bo
ok
le
t a
nd
 a
 D
VD
 w
ith
 e
xa
m
pl
es
 
of
 b
es
t p
ra
ct
ic
e 
to
 a
ll 
pr
im
ar
y 
an
d 
lo
w
er
 s
ec
on
da
ry
 s
ch
oo
ls
 a
nd
 
m
un
ic
ip
al
iti
es
. A
 n
at
io
na
l c
on
fe
re
nc
e 
w
as
 o
rg
an
ize
d 
in
 2
00
7 
an
d 
th
e 
co
un
ty
 g
ov
er
no
rs
 o
rg
an
ize
d 
re
gi
on
al
 c
on
fe
re
nc
es
 in
 th
e 
sp
rin
g 
of
 2
00
8 
to
 s
pr
ea
d 
ex
pe
rie
nc
e 
fro
m
 th
e 
pr
oj
ec
t.
A 
w
eb
 s
ite
 fo
r s
ha
rin
g 
id
ea
s 
an
d 
re
so
ur
ce
s 
in
 th
e 
ar
ea
 o
f 
ph
ys
ic
al
 a
ct
iv
ity
 w
as
 la
un
ch
ed
 in
 2
00
9.
 T
hi
s 
do
es
 n
ot
, h
ow
ev
er
, 
in
cl
ud
e 
m
ea
su
re
s 
re
la
tin
g 
to
 d
ie
t.
In
 th
e 
pe
rio
d 
20
09
–2
01
2,
 th
e 
M
in
is
try
 o
f E
du
ca
tio
n 
&
 R
es
ea
rc
h 
ca
rri
ed
 o
ut
 a
 p
ro
je
ct
 te
st
in
g 
va
rio
us
 m
od
el
s 
in
 s
ch
oo
ls
 w
ith
 
th
e 
pu
rp
os
e 
of
 im
pr
ov
in
g 
th
e 
co
he
re
nc
e 
be
tw
ee
n 
sc
ho
ol
 a
nd
 
th
e 
be
fo
re
- a
nd
 a
fte
r-s
ch
oo
l p
ro
gr
am
m
es
 (H
el
he
tli
g 
Sk
ol
ed
ag
). 
Co
m
po
ne
nt
s 
of
 th
e 
pr
og
ra
m
m
e 
in
cl
ud
e 
fo
od
 in
 s
ch
oo
l, 
ph
ys
ic
al
 
ac
tiv
ity
, h
el
p 
w
ith
 h
om
ew
or
k 
an
d 
va
rio
us
 c
ul
tu
ra
l a
ct
iv
iti
es
.
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
;	
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
4.
5 
Di
ss
em
in
at
e 
ex
pe
rie
nc
es
 
fro
m
 m
od
el
s 
de
ve
lo
pe
d 
in
 th
e 
Ph
ys
ic
al
 A
ct
iv
ity
 a
nd
 M
ea
ls
 
in
 S
ch
oo
l p
ro
je
ct
 a
nd
 c
ol
le
ct
 
an
d 
sp
re
ad
 k
no
w
-h
ow
 a
bo
ut
 
sc
ho
ol
 b
re
ak
fa
st
 p
ro
gr
am
m
es
 
in
 lo
w
er
 a
nd
 u
pp
er
 s
ec
on
da
ry
 
sc
ho
ol
s
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re
sp
on
si
bl
e
Th
e 
ne
ed
 to
 re
vi
se
 th
e 
gu
id
el
in
es
 h
as
 b
ee
n 
di
sc
us
se
d.
Th
e 
ev
al
ua
tio
n 
of
 th
e 
Ph
ys
ic
al
 A
ct
iv
ity
 a
nd
 
M
ea
ls
 in
 S
ch
oo
l p
ro
je
ct
 s
ho
w
ed
 th
at
 n
o 
sc
ho
ol
s 
of
fe
re
d 
so
ft 
dr
in
ks
 d
ur
in
g 
th
e 
pr
oj
ec
t 
pe
rio
d 
20
03
–2
00
6,
 a
nd
 th
at
 a
cc
es
s 
to
 c
ol
d 
dr
in
ki
ng
-w
at
er
 im
pr
ov
ed
.
Th
e 
m
ap
pi
ng
 e
xe
rc
is
e 
in
 2
00
8 
on
 fr
ui
t, 
ve
ge
ta
bl
es
, d
rin
ki
ng
-w
at
er
 a
nd
 m
ea
ls
 w
as
 
lin
ke
d 
to
 a
 c
om
pe
tit
io
n.
Lo
ca
l e
xp
er
ie
nc
es
 w
ith
 s
ch
oo
l b
re
ak
fa
st
s 
ha
ve
 n
ot
 b
ee
n 
co
m
pi
le
d 
an
d 
di
st
rib
ut
ed
, b
ut
 s
om
e 
co
un
tie
s 
ha
ve
 te
st
ed
 m
od
el
s 
fo
r b
re
ak
fa
st
 a
t s
ch
oo
l.
In
 2
00
7/
20
08
, t
he
 D
ire
ct
or
at
e 
of
 E
du
ca
tio
n 
an
d 
Tr
ai
ni
ng
 c
ar
rie
d 
ou
t a
 p
ro
je
ct
 w
ith
 p
ro
lo
ng
ed
 s
ch
oo
l d
ay
s 
(U
tv
id
et
 S
ko
le
da
g)
 in
 
11
 m
un
ic
ip
al
iti
es
 a
nd
 3
4 
sc
ho
ol
s.
 M
od
el
s 
fo
r s
ch
oo
l m
ea
ls
 w
er
e 
in
cl
ud
ed
. 
Th
e 
gu
id
el
in
es
 fo
r m
ea
ls
 in
 s
ch
oo
l a
re
 p
ar
t o
f t
he
 p
ro
je
ct
 
w
ith
 p
ro
lo
ng
ed
 s
ch
oo
l d
ay
s 
in
 2
00
7/
20
08
. I
nf
or
m
at
io
n 
ab
ou
t 
th
e 
gu
id
el
in
es
 is
 a
va
ila
bl
e 
th
ro
ug
h 
on
go
in
g 
w
or
k 
an
d 
va
rio
us
 
pr
oj
ec
ts
 (s
ee
 4
.3
 a
nd
 4
.5
), 
in
 re
le
va
nt
 m
at
er
ia
l a
nd
 o
n 
re
le
va
nt
 
w
eb
 s
ite
s,
 in
cl
ud
in
g 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 a
nd
 S
ko
le
fru
gt
. I
t 
w
as
 a
ls
o 
av
ai
la
bl
e 
on
 a
n 
ea
rli
er
 w
eb
 s
ite
 (s
ko
le
ne
tte
t.n
o)
, b
ut
 
th
is
 w
eb
 s
ite
 w
as
 s
hu
t d
ow
n 
an
d 
th
e 
m
at
er
ia
l w
as
 n
ot
 m
ov
ed
 to
 
th
e 
w
eb
 s
ite
 o
f t
he
 D
ire
ct
or
at
e 
of
 E
du
ca
tio
n 
an
d 
Tr
ai
ni
ng
.
Se
ve
ra
l h
ig
h-
le
ve
l m
ee
tin
gs
 h
av
e 
be
en
 h
el
d 
(b
et
w
ee
n 
th
e 
M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 a
nd
 th
e 
M
in
is
try
 o
f E
du
ca
tio
n 
&
 R
es
ea
rc
h)
, f
oc
us
in
g 
in
te
r a
lia
 o
n 
th
e 
gu
id
el
in
es
.
In
 2
00
8,
 a
 jo
in
t l
et
te
r f
ro
m
 th
e 
M
in
is
te
rs
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
, E
du
ca
tio
n 
&
 R
es
ea
rc
h 
an
d 
Lo
ca
l G
ov
er
nm
en
t &
 
Re
gi
on
al
 D
ev
el
op
m
en
t w
as
 s
en
t t
o 
al
l c
ou
nt
y 
au
th
or
iti
es
 
en
co
ur
ag
in
g 
th
em
 to
 e
ns
ur
e 
th
at
 h
ea
lth
y 
fo
od
s 
an
d 
dr
in
ks
 w
er
e 
m
ad
e 
av
ai
la
bl
e 
in
 u
pp
er
 s
ec
on
da
ry
 s
ch
oo
ls
. A
 c
om
pe
tit
io
n 
w
as
 
us
ed
 a
s 
a 
fo
llo
w
-u
p 
an
d 
a 
m
ap
pi
ng
 e
xe
rc
is
e 
w
as
 c
ar
rie
d 
ou
t 
(6
8%
 p
ar
tic
ip
at
io
n 
ra
te
).
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
;	
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
  4.
6 
Co
nt
in
ue
 th
e 
w
or
k 
of
 
sp
re
ad
in
g 
in
fo
rm
at
io
n 
ab
ou
t 
th
e 
he
al
th
 a
ut
ho
rit
ie
s’
 
gu
id
el
in
es
 fo
r m
ea
ls
 in
 
pr
im
ar
y 
an
d 
se
co
nd
ar
y 
sc
ho
ol
s 
4.
7 
En
co
ur
ag
e 
sc
ho
ol
 o
w
ne
rs
 
to
 p
re
ve
nt
 a
cc
es
s 
to
 s
of
t 
dr
in
ks
 a
nd
 p
ro
m
ot
e 
go
od
 
ac
ce
ss
 to
 c
ol
d 
dr
in
ki
ng
-w
at
er
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re
sp
on
si
bl
e
In
 2
01
1,
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 c
ar
rie
d 
ou
t a
 s
im
pl
e 
m
ap
pi
ng
 (v
ia
 e
-m
ai
l) 
ab
ou
t t
he
 
fo
llo
w
-u
p 
to
 th
e 
in
iti
at
iv
e 
to
 b
an
 s
of
t d
rin
ks
 b
y 
va
rio
us
 c
ou
nt
y 
au
th
or
iti
es
. T
hi
s 
sh
ow
ed
 th
at
 
si
x 
co
un
tie
s 
ha
d 
ta
ke
n 
th
e 
po
lit
ic
al
 d
ec
is
io
n 
to
 
of
fe
r h
ea
lth
y 
ca
nt
ee
ns
, a
nd
 th
re
e 
of
 th
es
e 
ha
d 
al
so
 ta
ke
n 
th
e 
po
lit
ic
al
 d
ec
is
io
n 
no
t t
o 
al
lo
w
 
th
e 
sa
le
 o
f s
of
t d
rin
ks
 (R
og
al
an
d,
 V
es
tfo
ld
 a
nd
 
Øs
tfo
ld
).
Th
e 
m
ap
pi
ng
 o
f m
ea
ls
, p
hy
si
ca
l a
ct
iv
ity
 a
nd
 
en
vi
ro
nm
en
ta
l h
ea
lth
 in
 k
in
de
rg
ar
te
ns
 in
 th
e 
sp
rin
g 
of
 2
01
1 
sh
ow
ed
 th
at
 (a
cc
or
di
ng
 to
 th
e 
ad
m
in
is
tra
to
rs
) 8
3%
 o
f t
he
 k
in
de
rg
ar
te
ns
 
Th
e 
sa
m
e 
m
es
sa
ge
 h
as
 a
ls
o 
be
en
 c
om
m
un
ic
at
ed
 th
ro
ug
h 
w
or
k 
be
in
g 
ca
rri
ed
 o
ut
 b
y 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
, t
he
 D
ire
ct
or
at
e 
of
 
Ed
uc
at
io
n 
&
 Tr
ai
ni
ng
, c
ou
nt
y 
au
th
or
iti
es
 a
nd
 o
th
er
s.
Th
ro
ug
h 
th
e 
de
ve
lo
pm
en
t a
nd
 tr
ia
l p
ha
se
s 
of
 th
e 
He
al
th
 in
 
M
as
te
r P
la
ns
 (H
el
se
 i 
Pl
an
) p
ro
je
ct
, s
ev
er
al
 c
ou
nt
ie
s 
ha
ve
 c
ar
rie
d 
ou
t h
ea
lth
 p
ro
m
ot
io
n 
ef
fo
rts
 in
 u
pp
er
 s
ec
on
da
ry
 s
ch
oo
ls
. T
he
se
 
ha
ve
 e
m
ph
as
ize
d 
th
e 
im
po
rta
nc
e 
of
 th
e 
av
ai
la
bi
lit
y 
of
 fo
od
 a
nd
 
dr
in
ks
. S
om
e 
co
un
tie
s 
ha
ve
 d
ev
el
op
ed
 n
et
w
or
ks
 fo
r e
m
pl
oy
ee
s 
in
 s
ch
oo
l c
an
te
en
s 
to
 s
ha
re
 e
xp
er
ie
nc
es
.
Th
e 
co
un
ty
 o
f O
pp
la
nd
 h
as
 a
 c
er
tifi
ca
tio
n 
sc
he
m
e 
fo
r h
ea
lth
-
pr
om
ot
in
g 
sc
ho
ol
s,
 w
ho
 c
an
 a
pp
ly
 fo
r f
un
ds
.
Th
e 
Di
re
ct
or
at
e 
of
 E
du
ca
tio
n 
an
d 
Tr
ai
ni
ng
 is
 d
ev
el
op
in
g 
m
od
el
s 
fo
r b
et
te
r c
oh
er
en
ce
 b
et
w
ee
n 
sc
ho
ol
s 
an
d 
th
e 
be
fo
re
- a
nd
 
af
te
r-s
ch
oo
l p
ro
gr
am
m
es
 (H
el
he
tli
g 
Sk
ol
ed
ag
) (
se
e 
4.
5)
. T
he
 
Di
re
ct
or
at
e 
of
 H
ea
lth
’s 
gu
id
el
in
es
 fo
r m
ea
ls
 in
 s
ch
oo
ls
 is
 
in
cl
ud
ed
 in
 th
is
 p
ro
je
ct
.
Th
is
 m
ea
su
re
 is
 p
ar
t o
f t
he
 o
ng
oi
ng
 in
fo
rm
at
io
n 
an
d 
co
m
m
un
ic
at
io
ns
 w
or
k 
of
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 p
ar
tic
ip
at
ed
 in
 a
 g
ro
up
 p
la
nn
in
g 
th
e 
pr
oj
ec
t o
n 
co
he
re
nc
e 
be
tw
ee
n 
sc
ho
ol
s 
an
d 
th
e 
be
fo
re
- a
nd
 
af
te
r-s
ch
oo
l p
ro
gr
am
m
es
 (H
el
he
tli
g 
Sk
ol
ed
ag
) (
se
e 
4.
5)
.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 w
or
ks
 w
ith
 th
e 
M
in
is
try
 o
f H
ea
lth
 &
 
Ca
re
 S
er
vi
ce
s 
to
 in
fo
rm
 m
un
ic
ip
al
 d
ep
ar
tm
en
ts
 o
f e
nv
iro
nm
en
ta
l 
he
al
th
 a
bo
ut
 th
e 
ap
pr
ov
al
 s
ch
em
e 
in
 th
e 
re
gu
la
tio
ns
 o
n 
en
vi
ro
nm
en
ta
l h
ea
lth
 p
ro
te
ct
io
n 
in
 k
in
de
rg
ar
te
ns
 a
nd
 s
ch
oo
ls
 s
o 
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
;	
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 &
 
Fo
od
;	F
ish
er
ie
s	
4.
8 
En
co
ur
ag
e 
sc
ho
ol
 o
w
ne
rs
 
to
 s
tre
ng
th
en
 fo
od
 a
nd
 m
ea
l 
pr
og
ra
m
m
es
 in
 b
ef
or
e-
 a
nd
 
af
te
r- 
sc
ho
ol
 p
ro
gr
am
m
es
 fo
r 
sc
ho
ol
ch
ild
re
n
4.
9 
St
re
ng
th
en
 a
nd
 c
oo
rd
in
at
e 
in
sp
ec
tio
n 
of
 fo
od
 a
nd
 m
ea
ls
 
in
 k
in
de
rg
ar
te
ns
, s
ch
oo
ls
 
an
d 
be
fo
re
- a
nd
 a
fte
r-s
ch
oo
l 
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re
sp
on
si
bl
e
w
er
e 
ap
pr
ov
ed
 a
cc
or
di
ng
 to
 th
e 
re
gu
la
tio
ns
 
on
 e
nv
iro
nm
en
ta
l h
ea
lth
 p
ro
te
ct
io
n 
in
 
ki
nd
er
ga
rte
ns
 a
nd
 s
ch
oo
ls
. H
ow
ev
er
, a
bo
ut
 o
ne
 
th
ird
 o
f t
he
 k
in
de
rg
ar
te
ns
 h
ad
 n
ot
 b
ee
n 
su
bj
ec
t 
to
 s
up
er
vi
si
on
 in
 th
e 
pr
ev
io
us
 th
re
e 
ye
ar
s.
as
 to
 s
tre
ng
th
en
 th
e 
su
pe
rv
is
io
n 
of
 k
in
de
rg
ar
te
ns
 a
nd
 s
ch
oo
ls
, 
in
cl
ud
in
g 
as
 c
on
ce
rn
s 
m
ea
ls
.
Th
e 
M
in
is
try
 o
f A
gr
ic
ul
tu
re
 a
nd
 F
oo
d 
re
po
rts
 th
at
 a
 N
ew
 N
or
di
c 
Fo
od
 p
ro
je
ct
 h
ig
hl
ig
ht
s 
go
od
 s
ys
te
m
s 
fo
r s
er
vi
ng
 fo
od
 a
nd
 
in
fo
rm
at
io
n 
ab
ou
t c
hi
ld
re
n’s
 fo
od
 a
nd
 h
ea
lth
.
&
 C
oa
st
al
 
Af
fa
irs
pr
og
ra
m
m
es
5.
1 
Es
ta
bl
is
h 
a 
di
al
og
ue
 
be
tw
ee
n 
em
pl
oy
er
s 
an
d 
un
io
ns
 a
nd
 th
e 
he
al
th
 
au
th
or
iti
es
 to
 p
ro
m
ot
e 
he
al
th
y 
di
et
ar
y 
ha
bi
ts
 
5.
2 
As
se
ss
 h
ow
 d
ie
ta
ry
 
co
ns
id
er
at
io
ns
 c
an
 b
e 
ad
dr
es
se
d 
at
 w
or
kp
la
ce
s 
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
La
bo
ur
 &
 S
oc
ia
l 
In
cl
us
io
na
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 in
iti
at
ed
 a
nd
 p
ar
tic
ip
at
ed
 in
 
se
ve
ra
l m
ee
tin
gs
 w
ith
 re
pr
es
en
ta
tiv
es
 o
f w
or
ki
ng
 li
fe
. S
om
e 
of
 
th
e 
or
ga
ni
za
tio
ns
 h
av
e 
ag
re
ed
 to
 a
ct
 a
s 
in
fo
rm
at
io
n 
ch
an
ne
ls
 fo
r 
th
e 
ov
er
al
l m
es
sa
ge
 fr
om
 th
e 
Di
re
ct
or
at
e.
Th
ro
ug
h 
th
e 
W
or
kp
la
ce
 H
ea
lth
 P
ro
m
ot
io
n 
pr
og
ra
m
m
e,
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 e
st
ab
lis
he
d 
co
op
er
at
io
n 
w
ith
 th
e 
La
bo
ur
 In
sp
ec
to
ra
te
 in
 In
ne
r Ø
st
la
nd
, s
ev
en
 c
ou
nt
y 
co
un
ci
ls
 
an
d 
th
e 
N
or
di
c 
Ac
ad
em
y 
fo
r P
ub
lic
 H
ea
lth
. I
n 
w
or
ki
ng
 w
ith
 th
e 
ki
os
k,
 p
et
ro
l s
ta
tio
n 
an
d 
se
rv
ic
e 
m
ar
ke
t, 
co
nt
ac
ts
 h
av
e 
be
en
 
es
ta
bl
is
he
d 
w
ith
 th
e 
Co
nf
ed
er
at
io
n 
of
 N
or
w
eg
ia
n 
En
te
rp
ris
e 
an
d 
ot
he
r k
ey
 p
la
ye
rs
 in
 w
or
ki
ng
 li
fe
, s
uc
h 
as
 th
e 
Tr
an
sp
or
t W
or
ke
rs
 
Un
io
n.
In
cl
ud
ed
 in
 5
.1
 a
nd
 5
.3
.
Th
e 
re
co
m
m
en
da
tio
ns
 fo
r f
oo
d 
in
 c
af
et
er
ia
s 
an
d 
re
st
au
ra
nt
s 
gi
ve
n 
by
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 a
re
 th
e 
ba
si
s 
fo
r f
oo
d 
Se
e 
al
so
 2
.5
.
Ev
al
ua
tio
n 
of
 th
e 
W
or
kp
la
ce
 H
ea
lth
 P
ro
m
ot
io
n 
pr
og
ra
m
m
e	
sh
ow
s	t
ha
t	i
t	i
s	e
ffe
ct
ive
;	6
0%
	o
f	
th
e 
re
sp
on
de
nt
s 
fe
el
 th
at
 e
m
pl
oy
ee
s’
 d
ie
ts
 a
re
 
re
la
te
d 
to
 th
ei
r j
ob
s,
 a
nd
 th
at
 a
va
ila
bl
e 
fo
od
 
se
rv
ic
es
 a
re
 im
po
rta
nt
 to
 jo
b 
sa
tis
fa
ct
io
n,
 th
e 
w
or
k 
en
vi
ro
nm
en
t a
nd
 p
ro
du
ct
iv
ity
.
A 
fo
llo
w
-u
p 
of
 th
e 
pr
og
ra
m
m
e 
is
 re
qu
ire
d,
 
pr
ef
er
ab
ly
 in
 th
e 
se
le
ct
ed
 s
ec
to
rs
.
Th
er
e 
is
 a
 n
ee
d 
to
 lo
ok
 a
t t
he
 re
la
tio
ns
hi
p 
be
tw
ee
n 
w
or
k,
 th
e 
N
or
w
eg
ia
n 
La
bo
ur
 a
nd
 
W
el
fa
re
 S
er
vi
ce
, h
ea
lth
y 
liv
in
g 
ce
nt
re
s,
 h
ea
lth
 
se
rv
ic
es
, e
tc
.
5.
 F
oo
d 
an
d 
he
al
th
 in
 th
e 
w
or
kp
la
ce
Go
al
s:
 C
on
tri
bu
te
 to
 a
va
ila
bi
lit
y 
of
 h
ea
lth
y 
fo
od
 a
nd
 b
ev
er
ag
es
 in
 th
e 
w
or
kp
la
ce
 
St
im
ul
at
e 
th
e 
m
ot
iv
at
io
n 
of
 e
m
pl
oy
ee
s 
to
 a
do
pt
 h
ea
lth
y 
ha
bi
ts
 a
nd
 m
ak
e 
go
od
 fo
od
 c
ho
ic
es
 
He
lp
 e
m
pl
oy
er
s 
to
 in
te
gr
at
e 
di
et
ar
y 
co
ns
id
er
at
io
ns
 in
 p
er
so
nn
el
 p
ol
ic
y
60
Fo
cu
s 
ar
ea
 a
nd
 g
oa
ls
 
M
in
is
tr
y 
M
ea
su
re
s 
Co
m
m
en
ts
 
 
re
sp
on
si
bl
e
Al
l i
ni
tia
tiv
es
 re
ga
rd
in
g 
pu
bl
ic
 h
ea
lth
 s
ho
ul
d 
be
 
m
ad
e 
av
ai
la
bl
e 
on
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
’s 
w
eb
 s
ite
. 
Ar
ra
ng
em
en
ts
 fo
r a
 tr
ai
ni
ng
 w
or
ks
ho
p 
(o
r 
w
or
ks
ho
ps
) f
or
 c
an
te
en
 s
ta
ff 
sh
ou
ld
 b
e 
up
da
te
d 
an
d 
po
ss
ib
ly
 c
on
ne
ct
ed
 to
 th
e 
Go
od
 F
oo
d 
tra
in
in
g 
w
or
ks
ho
p 
in
 th
e 
lo
ng
 te
rm
.
An
 u
pd
at
ed
 le
afl
et
 o
n 
fo
od
 a
nd
 h
ea
lth
 a
t w
or
k 
w
ill
 b
e 
pr
es
en
te
d.
pr
ov
is
io
n.
 T
he
y 
ar
e 
re
vi
se
d 
or
 d
ev
el
op
ed
 a
cc
or
di
ng
 to
 n
ew
 
di
et
ar
y 
ad
vi
ce
. A
rti
cl
es
 a
nd
 a
dv
ic
e 
ar
e 
av
ai
la
bl
e 
on
 th
e 
w
eb
 
si
te
s 
an
d 
th
ro
ug
h 
le
ct
ur
es
, e
tc
. T
he
 N
or
w
eg
ia
n 
La
bo
ur
 a
nd
 
W
el
fa
re
 S
er
vi
ce
 W
or
ki
ng
 C
en
tre
 in
 V
es
t-A
gd
er
 a
nd
 V
es
t-A
gd
er
 
Co
un
ty
 C
ou
nc
il 
ra
n 
a 
He
al
th
y 
W
or
kp
la
ce
s 
pi
lo
t p
ro
je
ct
 in
 2
00
7.
 
Th
e 
fu
tu
re
 c
ha
lle
ng
e 
is
 to
 e
nc
ou
ra
ge
 e
m
pl
oy
ee
s 
to
 b
e 
he
al
th
y.
To
 b
e 
co
ns
id
er
ed
 in
 re
la
tio
n 
to
 m
ea
su
re
s 
2.
2 
an
d 
5.
1.
Ar
tic
le
s 
an
d 
m
at
er
ia
ls
 h
av
e 
be
en
 p
ub
lis
he
d 
on
 w
eb
 s
ite
s 
an
d 
sp
re
ad
 th
ro
ug
h 
on
go
in
g 
w
or
k 
an
d 
le
ct
ur
es
.
Th
e 
M
in
is
try
 o
f A
gr
ic
ul
tu
re
 &
 F
oo
d 
ra
n 
a 
ca
nt
ee
n 
pr
oj
ec
t d
ur
in
g 
Th
e 
W
ee
k 
of
 Ta
st
e 
w
ith
 m
en
u 
su
gg
es
tio
ns
 a
nd
 e
xh
ib
iti
on
s 
fo
cu
si
ng
 o
n 
ba
si
c 
fla
vo
ur
s 
an
d 
fo
od
 q
ua
lit
y 
(a
ls
o 
in
 2
01
1)
.
Th
e 
In
fo
rm
at
io
n 
Of
fic
e 
fo
r F
ru
it 
an
d 
Ve
ge
ta
bl
es
 h
av
e 
a 
co
m
m
itm
en
t c
al
le
d 
M
OR
E 
(m
or
e 
fru
it 
an
d 
ve
ge
ta
bl
es
), 
fo
llo
w
in
g 
up
 in
iti
at
iv
es
 a
nd
 m
ea
su
re
s 
pr
ev
io
us
ly
 g
iv
en
 to
 a
ll 
co
un
tie
s 
in
 
co
lla
bo
ra
tio
n 
w
ith
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
. M
OR
E 
in
cl
ud
es
 
ad
vi
ce
 a
nd
 c
an
te
en
 c
ou
rs
es
 (i
n 
co
lla
bo
ra
tio
n 
w
ith
 p
ar
tn
er
 
co
m
pa
ni
es
) a
nd
 in
fo
rm
at
io
n 
an
d 
pr
og
ra
m
m
es
 o
n 
th
e 
w
eb
 s
ite
.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 a
nd
 th
e 
In
fo
rm
at
io
n 
Of
fic
e 
fo
r F
ru
it 
an
d 
Ve
ge
ta
bl
es
 h
el
d 
a 
na
tio
na
l t
ra
in
in
g 
w
or
ks
ho
p 
on
 w
or
kp
la
ce
 
ca
nt
ee
n 
m
ea
ls
 in
 2
00
6 
an
d 
an
ot
he
r o
n 
hi
gh
 s
ch
oo
l c
an
te
en
s 
in
 
th
e 
co
un
tie
s 
of
 Te
le
m
ar
k 
an
d 
N
or
d-
Tr
øn
de
la
g 
in
 2
00
7.
 B
ot
h 
th
e 
w
or
ks
ho
ps
 w
er
e 
fo
llo
w
ed
 u
p 
in
 th
e 
co
un
tie
s 
af
te
rw
ar
ds
 w
ith
, 
fo
r e
xa
m
pl
e,
 lo
ca
l c
ou
rs
es
. S
ev
er
al
 c
ou
nt
ie
s 
ha
ve
 e
st
ab
lis
he
d 
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 &
 
Fo
od
;	F
ish
er
ie
s	
&
 C
oa
st
al
 
Af
fa
irs
5.
3 
Bu
ild
 c
om
pe
te
nc
e 
an
d 
en
su
re
 a
cc
es
s 
to
 to
ol
s 
on
 
di
et
 a
nd
 h
ea
lth
 fo
r g
ro
up
s 
su
ch
 a
s 
ca
nt
ee
n 
em
pl
oy
ee
s,
 
tra
de
 u
ni
on
 re
pr
es
en
ta
tiv
es
, 
m
an
ag
er
s 
an
d 
co
m
pa
ny
 
he
al
th
 s
er
vi
ce
 s
ta
ff
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M
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re
sp
on
si
bl
e
Th
e 
As
so
ci
at
io
n 
of
 V
oc
at
io
na
l R
eh
ab
ili
ta
tio
n 
En
te
rp
ris
es
 is
 a
n 
em
pl
oy
er
 a
nd
 in
te
re
st
 
or
ga
ni
za
tio
n 
fo
r a
pp
ro
xi
m
at
el
y 
10
0 
en
te
rp
ris
es
 
sp
re
ad
 a
cr
os
s 
N
or
w
ay
.
Th
e 
As
so
ci
at
io
n 
of
 V
oc
at
io
na
l R
eh
ab
ili
ta
tio
n 
En
te
rp
ris
es
 p
ro
vi
de
s 
se
rv
ic
es
 to
 m
or
e 
th
an
  
35
 0
00
 p
eo
pl
e 
an
nu
al
ly.
ex
pe
rie
nc
e 
fo
ru
m
s 
fo
r c
an
te
en
 s
ta
ff 
in
 b
us
in
es
se
s 
an
d 
hi
gh
 
sc
ho
ol
s 
as
 a
 re
su
lt 
of
 c
ou
rs
es
 h
el
d 
by
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 
an
d 
th
e 
In
fo
rm
at
io
n 
Of
fic
e 
fo
r F
ru
it 
an
d 
Ve
ge
ta
bl
es
 in
 th
e 
co
un
tie
s 
du
rin
g 
th
e 
pe
rio
d 
19
97
–2
00
6.
In
 2
00
7,
 th
e 
M
in
is
try
 o
f L
ab
ou
r a
nd
 S
oc
ia
l I
nc
lu
si
on
 o
ffi
ci
al
ly
 
re
qu
es
te
d 
th
e 
Di
re
ct
or
at
e 
of
 L
ab
ou
r a
nd
 W
el
fa
re
 to
 ta
ke
 th
e 
in
iti
at
iv
e 
to
 m
ot
iv
at
e 
vo
ca
tio
na
l r
eh
ab
ili
ta
tio
n 
en
te
rp
ris
es
 to
 
in
cl
ud
e 
di
et
 a
nd
 p
hy
si
ca
l a
ct
iv
ity
 in
 v
oc
at
io
na
l r
eh
ab
ili
ta
tio
n 
(s
ee
 
te
xt
, 5
.4
). 
N
ut
rit
io
n 
w
or
k 
in
 re
ha
bi
lit
at
io
n 
co
m
pa
ni
es
 w
as
 a
 s
ub
-
to
pi
c 
at
 a
 n
at
io
na
l c
on
fe
re
nc
e 
fo
r p
ub
lic
 h
ea
lth
 a
dv
is
er
s 
in
 2
01
0.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 a
 c
on
tin
ui
ng
 d
ia
lo
gu
e 
w
ith
 th
e 
As
so
ci
at
io
n 
of
 V
oc
at
io
na
l R
eh
ab
ili
ta
tio
n 
En
te
rp
ris
es
. T
he
 
As
so
ci
at
io
n,
 to
ge
th
er
 w
ith
 th
e 
w
ei
gh
t l
os
s 
an
d 
nu
tri
tio
n 
co
ur
se
s 
fir
m
 L
ib
ra
, h
as
 d
ev
el
op
ed
 it
s 
ow
n 
nu
tri
tio
n 
pl
an
 a
s 
pa
rt 
of
 it
s 
in
te
rn
al
 tr
ai
ni
ng
. T
he
 A
ss
oc
ia
tio
n 
ha
s 
in
cr
ea
se
d 
th
e 
fo
cu
s 
on
 d
ie
t 
in
 it
s 
w
or
k 
as
 a
 re
su
lt 
of
 th
e 
co
lla
bo
ra
tio
n 
w
ith
 th
e 
Di
re
ct
or
at
e,
 
an
d 
ha
s 
m
uc
h 
in
fo
rm
at
io
n 
on
 it
s 
w
eb
 s
ite
. T
he
 D
ire
ct
or
at
e 
ha
s 
he
ld
 e
xh
ib
iti
on
s 
an
d 
le
ct
ur
es
 a
t t
he
 v
oc
at
io
na
l r
eh
ab
ili
ta
tio
n 
ex
hi
bi
tio
n 
in
 2
01
0 
an
d 
at
 re
le
va
nt
 m
ee
tin
gs
 o
f t
hi
s 
gr
ou
p.
Re
gu
la
tio
ns
 o
n 
w
or
k-
re
la
te
d 
m
ea
su
re
s (
in
 fo
rc
e 
sin
ce
 1
 J
an
ua
ry
 
20
09
), 
Ch
ap
te
r 3
.1
, m
ak
e 
it 
po
ss
ib
le
 to
 p
ro
vi
de
 li
fe
st
yl
e 
co
un
se
lli
ng
 a
s 
pa
rt 
of
 v
oc
at
io
na
l r
eh
ab
ili
ta
tio
n.
 To
ge
th
er
 w
ith
 
th
e 
hi
gh
 s
ch
oo
l i
n 
Ak
er
sh
us
 a
nd
 th
e 
As
so
ci
at
io
n 
of
 V
oc
at
io
na
l 
Re
ha
bi
lit
at
io
n 
En
te
rp
ris
es
, t
he
 D
ire
ct
or
at
e 
of
 H
ea
lth
 h
as
 
de
ve
lo
pe
d 
a 
co
ur
se
 in
 d
ie
t a
nd
 li
vi
ng
 h
ab
its
: 1
10
 s
tu
de
nt
s,
 
pr
im
ar
ily
 e
m
pl
oy
ee
s 
of
 th
e 
re
ha
bi
lit
at
io
n 
co
m
pa
ny
 w
ith
 o
ne
 
pe
rs
on
 fr
om
 th
e 
N
or
w
eg
ia
n 
La
bo
ur
 a
nd
 W
el
fa
re
 S
er
vi
ce
, h
av
e 
co
m
pl
et
ed
 th
ei
r s
tu
di
es
. T
he
 c
ou
rs
es
 h
av
e 
be
en
 fu
nd
ed
 b
y 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
.
5.
4 
M
ot
iv
at
e 
vo
ca
tio
na
l 
re
ha
bi
lit
at
io
n 
en
te
rp
ris
es
 
to
 in
cl
ud
e 
di
et
 a
nd
 p
hy
si
ca
l 
ac
tiv
ity
 in
 v
oc
at
io
na
l 
re
ha
bi
lit
at
io
n
La
bo
ur
 &
 S
oc
ia
l 
In
clu
sio
n;
a  
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
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re
sp
on
si
bl
e
Th
e 
Go
od
 Fo
od
 fo
r B
et
te
r H
ea
lth
 sc
he
m
e 
is 
co
nt
in
ui
ng
. T
he
 e
va
lu
at
io
n 
of
 th
e 
fir
st
 fo
ur
 
tra
in
in
g 
co
ur
se
s s
ho
w
ed
 th
at
 a
lm
os
t o
ne
 
qu
ar
te
r o
f t
he
 p
eo
pl
e 
tra
in
ed
 in
 th
e 
w
or
ks
ho
ps
 
ha
d 
im
pl
em
en
te
d 
th
e 
pr
og
ra
m
m
e 
in
 th
ei
r o
w
n 
m
un
ici
pa
lit
ie
s. 
Al
m
os
t e
ve
ry
on
e 
w
ho
 a
tte
nd
ed
 
th
e 
w
or
ks
ho
ps
 fo
un
d 
th
e 
se
m
in
ar
s v
al
ua
bl
e,
 
es
pe
cia
lly
 th
e 
m
at
er
ia
l t
he
y w
er
e 
gi
ve
n.
M
od
um
 m
un
ic
ip
al
ity
 h
as
 re
po
rte
d 
th
at
 
ap
pr
ox
im
at
el
y 
60
%
 o
f t
he
 p
ar
tic
ip
an
ts
 in
 th
e 
co
ur
se
s 
ar
e 
un
em
pl
oy
ed
 o
r o
ut
si
de
 th
e 
la
bo
ur
 
m
ar
ke
t, 
w
hi
ch
 is
 c
on
si
st
en
t w
ith
 fi
gu
re
s 
fro
m
 
20
10
.
Se
e 
5.
4 
an
d 
6.
8.
Th
e 
lo
w
 th
re
sh
ol
d 
di
et
ar
y-
re
la
te
d 
sc
he
m
e 
Br
a 
M
at
 fo
r B
ed
re
 
He
ls
e 
(G
oo
d 
Fo
od
 fo
r B
et
te
r H
ea
lth
) w
as
 la
un
ch
ed
 in
 2
00
8.
 In
 th
e 
pe
rio
d 
of
 th
e 
Ac
tio
n 
Pl
an
 (2
00
8–
20
11
), 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 
he
ld
 tr
ai
ni
ng
 w
or
ks
ho
ps
 in
 1
6 
of
 th
e 
19
 c
ou
nt
ie
s.
By
 D
ec
em
be
r 2
01
1,
 1
35
 h
ea
lth
y 
liv
in
g 
ce
nt
re
s 
ha
d 
be
en
 
re
gi
st
er
ed
. O
f t
he
se
, 5
0 
ei
th
er
 h
ad
 o
r p
la
nn
ed
 to
 s
ta
rt 
Go
od
 F
oo
d 
fo
r B
et
te
r H
ea
lth
 c
ou
rs
es
. G
ui
de
lin
es
 fo
r h
ea
lth
y 
liv
in
g 
ce
nt
re
s 
w
er
e 
pu
bl
is
he
d 
in
 F
eb
ru
ar
y 
20
11
.
Co
op
er
at
io
n 
an
d 
su
pp
or
t h
av
e 
be
en
 g
iv
en
 to
 A
ct
iv
e 
in
 th
e 
Da
yt
im
e 
ac
tiv
iti
es
 in
 O
sl
o 
an
d 
th
e 
co
un
ty
 o
f N
or
dl
an
d.
 T
he
se
 a
re
 
lo
ca
lly
 o
rg
an
ize
d 
ac
tiv
iti
es
 fo
r p
eo
pl
e 
w
ho
 a
re
 w
ho
lly
 o
r p
ar
tly
 
ou
ts
id
e 
th
e 
w
or
kp
la
ce
.
5.
5 
De
ve
lo
p 
an
d 
te
st
 lo
w
 
th
re
sh
ol
d 
di
et
ar
y 
sc
he
m
es
 
fo
r p
eo
pl
e 
on
 lo
ng
-te
rm
 s
ic
k 
le
av
e 
an
d 
ot
he
rs
 w
ho
 a
re
 
pe
rio
di
ca
lly
 u
ne
m
pl
oy
ed
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
6.
1 
Co
ns
id
er
 h
ow
 th
e 
m
un
ic
ip
al
iti
es
 c
an
 p
ro
vi
de
 
sa
tis
fa
ct
or
y 
se
rv
ic
es
 in
 
ge
ne
ra
l a
nd
 c
lin
ic
al
 n
ut
rit
io
n 
in
 th
e 
lo
ng
er
 te
rm
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 a
llo
ca
te
d 
fu
nd
s 
to
 s
ta
rt 
th
e 
te
st
in
g 
of
 m
od
el
s 
fo
r o
rg
an
izi
ng
 a
nd
 s
tre
ng
th
en
in
g 
w
or
k 
in
 b
ot
h 
ge
ne
ra
l 
an
d 
cl
in
ic
al
 n
ut
rit
io
n.
 D
ur
in
g 
th
e 
pe
rio
d 
of
 th
e 
Ac
tio
n 
Pl
an
 it
 
pr
ov
id
ed
 fu
nd
in
g 
fo
r fi
ve
 d
iff
er
en
t m
od
el
s 
of
 h
ow
 m
un
ic
ip
al
iti
es
 
ca
n,
 in
 th
e 
lo
ng
 te
rm
, p
ro
vi
de
 a
 s
at
is
fa
ct
or
y 
se
rv
ic
e.
 A
 m
ee
tin
g 
w
as
 h
el
d 
in
 A
ug
us
t 2
01
1 
w
ith
 g
ra
nt
 re
ci
pi
en
ts
. A
 p
re
lim
in
ar
y 
Th
er
e 
is
 a
 n
ee
d 
fo
r b
et
te
r a
cc
es
s 
to
 q
ua
lifi
ed
 
pe
rs
on
ne
l i
n 
m
un
ic
ip
al
iti
es
 to
 a
ss
ur
e 
th
e 
qu
al
ity
 o
f n
ut
rit
io
n 
se
rv
ic
es
. A
s 
an
 e
xa
m
pl
e,
 
on
ly
 8
 o
f t
he
 1
35
 h
ea
lth
y 
liv
in
g 
ce
nt
re
s 
ha
ve
 
em
pl
oy
ed
 a
ny
on
e 
w
ith
 e
xp
er
tis
e 
in
 n
ut
rit
io
n.
 
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 re
co
m
m
en
de
d 
6.
 N
ut
ri
tio
n 
in
 h
ea
lth
 a
nd
 s
oc
ia
l c
ar
e 
se
rv
ic
es
Go
al
s:
 C
on
tri
bu
te
 to
 s
tre
ng
th
en
in
g 
nu
tri
tio
n-
re
la
te
d 
w
or
k 
in
 c
hi
ld
 h
ea
lth
 c
lin
ic
s 
an
d 
th
e 
sc
ho
ol
 h
ea
lth
 s
er
vi
ce
 
He
lp
 p
at
ie
nt
s 
in
 th
e 
pr
im
ar
y 
he
al
th
 s
er
vi
ce
 a
nd
 s
pe
ci
al
is
t h
ea
lth
 s
er
vi
ce
 re
ce
iv
e 
in
di
vi
du
al
 d
ie
ta
ry
 g
ui
da
nc
e 
 
 
an
d 
tre
at
m
en
t
 
Co
nt
rib
ut
e 
to
 s
tre
ng
th
en
in
g 
nu
tri
tio
n-
re
la
te
d 
pr
og
ra
m
m
es
 in
 n
ur
si
ng
 a
nd
 c
ar
e 
se
rv
ic
es
 
Fi
nd
 o
ut
 a
bo
ut
 p
at
ie
nt
s’
 o
r s
er
vi
ce
 re
ci
pi
en
ts
’ f
oo
d 
an
d 
m
ea
ls
, d
ie
t a
nd
 n
ut
rit
io
na
l s
ta
tu
s 
an
d 
th
e 
qu
al
ifi
ca
tio
ns
  
 
of
 h
ea
lth
 w
or
ke
rs
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re
sp
on
si
bl
e
th
at
 n
ut
rit
io
n 
pr
og
ra
m
m
es
 s
ho
ul
d 
be
 a
nc
ho
re
d 
in
 c
ro
ss
-s
ec
to
ra
l p
la
nn
in
g.
 P
eo
pl
e 
w
ith
 a
 
ba
ch
el
or
’s 
de
gr
ee
 in
 n
ut
rit
io
n 
ca
n 
ha
ve
 k
ey
 
sk
ill
s 
in
 g
en
er
al
 a
nd
 p
re
ve
nt
iv
e 
nu
tri
tio
n.
 O
ne
 
ex
pe
rie
nc
ed
 c
lin
ic
al
 n
ut
rit
io
ni
st
 e
m
pl
oy
ed
 a
t a
 
se
ni
or
 le
ve
l i
n 
a 
m
un
ic
ip
al
ity
 o
r c
ou
nt
y 
m
ig
ht
 
pr
ov
id
e 
a 
m
od
el
 to
 e
ns
ur
e 
qu
al
ity
 a
nd
 im
pr
ov
e 
nu
tri
tio
n 
se
rv
ic
es
 in
 b
ot
h 
ge
ne
ra
l a
nd
 c
lin
ic
al
 
nu
tri
tio
n.
 E
xp
er
tis
e 
in
 fo
od
 e
co
no
m
ic
s 
is
 a
ls
o 
a 
ke
y 
co
m
pe
te
nc
e 
fo
r q
ua
lit
y 
co
nt
ro
l o
f f
oo
d 
se
rv
ic
es
 in
 in
st
itu
tio
ns
.
Th
e 
an
nu
al
 re
po
rts
 fr
om
 th
e 
re
gi
on
al
 h
ea
lth
 
au
th
or
iti
es
 in
 2
01
0 
sh
ow
 th
at
 a
 c
on
tin
ue
d 
fo
cu
s 
is
 n
ee
de
d.
 T
he
 in
st
ru
ct
io
n 
le
tte
r f
ro
m
 
th
e 
M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 
to
 th
e 
he
al
th
 a
ut
ho
rit
ie
s 
in
 2
01
2 
st
at
es
 
th
at
 th
ey
 s
ho
ul
d 
im
pr
ov
e 
th
e 
nu
tri
tio
na
l 
st
at
us
 o
f p
at
ie
nt
s 
at
 ri
sk
 o
f p
oo
r n
ut
rit
io
n.
 
Do
cu
m
en
ta
tio
n 
re
la
tin
g 
to
 n
ut
rit
io
na
l s
ta
tu
s 
m
us
t f
ol
lo
w
 p
at
ie
nt
s 
as
 th
ey
 m
ov
e 
be
tw
ee
n 
tre
at
m
en
t u
ni
ts
 o
r t
o 
an
ot
he
r h
ea
lth
 s
er
vi
ce
.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 p
re
pa
re
d 
a 
pl
an
 
fo
r i
m
pl
em
en
ta
tio
n 
of
 th
e 
gu
id
el
in
es
 a
nd
 is
 
w
or
ki
ng
 o
n 
a 
st
ra
te
gy
 o
n 
ov
er
w
ei
gh
t.
re
po
rt 
w
as
 s
en
t t
o 
th
e 
M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 in
 
De
ce
m
be
r 2
01
1,
 a
nd
 a
 fi
na
l r
ep
or
t w
ill
 b
e 
m
ad
e 
av
ai
la
bl
e 
to
 th
e 
M
in
is
try
 w
he
n 
al
l t
he
 s
ub
-re
po
rts
 a
re
 fi
na
liz
ed
.
N
ut
rit
io
n 
ha
s 
be
en
 in
cl
ud
ed
 a
s 
a 
sp
ec
ifi
c 
th
em
e 
in
 th
e 
co
nt
ra
ct
 
do
cu
m
en
ts
 s
en
t b
y 
th
e 
M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 to
 th
e 
re
gi
on
al
 h
ea
lth
 a
ut
ho
rit
ie
s 
an
nu
al
ly
 s
in
ce
 2
00
8.
 
Pr
of
es
si
on
al
 g
ui
de
lin
es
 w
er
e 
pu
bl
is
he
d 
in
 F
eb
ru
ar
y 
20
11
 fo
r 
ad
ul
ts
 a
nd
 fo
r c
hi
ld
re
n 
an
d 
yo
un
g 
pe
op
le
. 
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
6.
2 
A 
fo
cu
s 
on
 n
ut
rit
io
n 
sh
ou
ld
 b
e 
in
cl
ud
ed
 in
 th
e 
ov
er
al
l s
er
vi
ce
s 
of
fe
re
d 
in
 th
e 
sp
ec
ia
lis
t h
ea
lth
 s
er
vi
ce
6.
3 
Pr
ep
ar
e 
an
d 
im
pl
em
en
t 
pr
of
es
si
on
al
 g
ui
de
lin
es
 a
nd
 
in
st
ru
ct
io
ns
 fo
r n
ut
rit
io
n 
th
er
ap
y
6.
3.
1 
De
ve
lo
p 
an
d 
im
pl
em
en
t 
pr
of
es
si
on
al
 g
ui
de
lin
es
 fo
r 
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As
 fo
r 6
.3
.1
.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 p
re
se
nt
ed
 
th
es
e 
gu
id
el
in
es
 a
t a
 n
um
be
r o
f c
on
fe
re
nc
es
 
an
d 
co
ur
se
s 
or
ga
ni
ze
d 
ei
th
er
 b
y 
th
e 
re
gi
on
al
 
he
al
th
 a
ut
ho
rit
ie
s 
(fo
r h
os
pi
ta
ls
) o
r b
y 
co
un
ty
 
go
ve
rn
or
s 
(fo
r n
ur
si
ng
 h
om
es
).
Th
e 
un
iv
er
si
ty
 h
os
pi
ta
l i
n 
Be
rg
en
 h
as
 m
ad
e 
th
e 
m
os
t p
ro
gr
es
s 
in
 im
pl
em
en
tin
g 
th
e 
gu
id
el
in
es
. 
Th
ey
 c
on
du
ct
 fo
ur
 p
oi
nt
-p
re
va
le
nc
e 
su
rv
ey
s 
of
 
m
al
nu
tri
tio
n 
an
d 
tre
at
m
en
t a
nn
ua
lly
. 
Th
e 
N
ut
rit
io
n 
an
d 
di
et
 m
an
ua
l –
 g
ui
da
nc
e 
fo
r n
ut
rit
io
n 
in
 h
ea
lth
 a
nd
 c
ar
e 
se
rv
ic
es
 w
as
 
pu
bl
is
he
d 
in
 s
pr
in
g 
20
12
. T
he
 D
ire
ct
or
at
e 
of
 
He
al
th
 h
as
 p
re
pa
re
d 
a 
pl
an
 fo
r i
m
pl
em
en
ta
tio
n.
 
As
 fo
r 6
.3
.4
.
Pr
of
es
si
on
al
 g
ui
de
lin
es
 w
er
e 
pu
bl
is
he
d 
in
 F
eb
ru
ar
y 
20
11
.
Pr
of
es
si
on
al
 g
ui
de
lin
es
 w
er
e 
pu
bl
is
he
d 
in
 J
un
e 
20
09
. 
Th
e 
re
vi
si
on
 w
as
 s
ta
rte
d 
in
 2
00
9,
 b
as
ed
 o
n 
th
e 
na
tio
na
l 
pr
of
es
si
on
al
 g
ui
de
lin
es
 fo
r t
he
 p
re
ve
nt
io
n 
an
d 
tre
at
m
en
t o
f 
nu
tri
tio
na
l d
efi
ci
en
cy
, t
he
 N
or
di
c 
nu
tri
tio
n 
re
co
m
m
en
da
tio
ns
  
an
d 
th
e 
ne
w
 n
at
io
na
l g
ui
de
lin
es
 o
n 
nu
tri
tio
n.
 It
 w
ill
 c
ov
er
 
in
st
itu
tio
ns
, y
ou
th
 h
ea
lth
 s
er
vi
ce
s,
 s
ch
oo
l h
ea
lth
 s
er
vi
ce
s,
 
he
al
th
y 
liv
in
g 
ce
nt
re
s,
 d
om
ic
ili
ar
y 
he
al
th
 a
nd
 c
ar
e 
se
rv
ic
es
, a
nd
 
re
ha
bi
lit
at
io
n.
As
 fo
r 6
.3
.4
.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
pr
ev
en
tio
n 
an
d 
tre
at
m
en
t o
f 
ov
er
w
ei
gh
t/
ob
es
ity
6.
3.
2 
De
ve
lo
p 
an
d 
im
pl
em
en
t 
pr
of
es
si
on
al
 g
ui
de
lin
es
 fo
r 
w
ei
gh
in
g 
an
d 
m
ea
su
rin
g 
at
 
ch
ild
 h
ea
lth
 c
lin
ic
s 
an
d 
in
 th
e 
sc
ho
ol
 h
ea
lth
 s
er
vi
ce
. 
6.
3.
3 
De
ve
lo
p 
an
d 
im
pl
em
en
t 
pr
of
es
si
on
al
 g
ui
de
lin
es
 o
n 
pr
ev
en
tio
n 
an
d 
tre
at
m
en
t 
of
 p
at
ie
nt
s 
w
ith
 n
ut
rit
io
na
l 
de
fic
ie
nc
y 
an
d 
pa
tie
nt
s 
at
 
nu
tri
tio
na
l r
is
k.
 
6.
3.
4 
Re
vi
se
 a
nd
 is
su
e 
gu
id
el
in
es
 fo
r d
ie
ta
ry
 
m
an
ag
em
en
t i
n 
he
al
th
 c
ar
e 
in
st
itu
tio
ns
 
6.
3.
5 
Pr
ep
ar
e 
in
st
ru
ct
io
ns
 fo
r 
nu
tri
tio
n-
re
la
te
d 
pr
og
ra
m
m
es
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In
 2
01
1,
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
el
d 
a 
se
m
in
ar
 o
n 
di
et
 a
nd
 m
in
or
iti
es
. 
Th
es
e 
in
di
ca
to
rs
 a
re
 n
ot
 c
ur
re
nt
ly
 b
ei
ng
 
im
pl
em
en
te
d 
in
 th
e 
sp
ec
ia
lis
t h
ea
lth
 s
er
vi
ce
s 
ex
ce
pt
 a
t H
au
ke
la
nd
 U
ni
ve
rs
ity
 H
os
pi
ta
l. 
Th
ey
 
ar
e 
no
t y
et
 in
cl
ud
ed
 in
 n
at
io
na
l s
ta
tis
tic
s.
Th
e 
nu
tri
tio
n 
an
d 
di
et
 m
an
ua
l i
nc
lu
de
s 
a 
ch
ap
te
r o
n 
nu
tri
tio
na
l 
is
su
es
 in
 v
ar
io
us
 re
lig
io
ns
 a
nd
 c
ul
tu
re
s.
 
N
at
io
na
l p
ro
fe
ss
io
na
l g
ui
de
lin
es
 fo
r t
he
 p
re
ve
nt
io
n 
of
 n
ut
rit
io
na
l 
de
fic
ie
nc
y 
ha
ve
 p
ro
po
se
d 
se
ve
ra
l q
ua
lit
y 
in
di
ca
to
rs
: f
or
 e
xa
m
pl
e,
 
th
e 
pr
op
or
tio
n 
of
 p
at
ie
nt
s 
w
ei
gh
ed
, t
he
 p
ro
po
rti
on
 o
f p
at
ie
nt
s 
at
 
nu
tri
tio
na
l r
is
k 
an
d 
nu
tri
tio
na
l d
efi
ci
en
cy
, a
nd
 th
e 
pr
op
or
tio
n 
of
 
pa
tie
nt
s 
tre
at
ed
 fo
r n
ut
rit
io
na
l r
is
k 
or
 m
al
nu
tri
tio
n.
A 
na
tio
na
l s
ur
ve
y 
of
 fo
od
 a
nd
 d
ie
t i
n 
nu
rs
in
g-
ho
m
es
 w
as
 ta
ke
n 
am
on
g 
le
ad
er
s 
an
d 
he
al
th
 p
er
so
nn
el
 a
nd
 p
ub
lis
he
d 
in
 2
00
8 
by
 
Øs
tfo
ld
 U
ni
ve
rs
ity
 C
ol
le
ge
. T
hi
s 
st
ud
y 
sh
ow
ed
 th
at
 o
nl
y 
16
%
 h
ad
 
w
rit
te
n 
pr
oc
ed
ur
es
 fo
r n
ut
rit
io
na
l s
ta
tu
s,
 th
e 
ni
gh
t f
as
t w
as
 to
o 
lo
ng
 a
t t
w
o 
ou
t o
f t
hr
ee
 n
ur
si
ng
-h
om
es
, a
nd
 th
e 
nu
rs
in
g-
ho
m
e 
st
af
f n
ee
de
d 
m
or
e 
kn
ow
le
dg
e 
ab
ou
t n
ut
rit
io
n.
A 
su
rv
ey
 o
f f
oo
d 
an
d 
m
ea
ls
 a
m
on
g 
re
si
de
nt
s 
of
 n
ur
si
ng
 h
om
es
 
in
 Ø
st
fo
ld
 C
ou
nt
y 
w
as
 p
ub
lis
he
d 
in
 2
01
0.
 T
hi
s 
st
ud
y 
sh
ow
ed
 
th
at
 m
os
t o
f t
he
 p
at
ie
nt
s 
w
er
e 
sa
tis
fie
d 
w
ith
 th
e 
fo
od
 it
se
lf,
 b
ut
 
th
er
e 
is
 a
 n
ee
d 
fo
r i
m
pr
ov
em
en
t r
eg
ar
di
ng
 m
in
im
izi
ng
 th
e 
ni
gh
t 
fa
st
, t
he
 c
on
te
nt
 o
f s
er
vi
ng
s 
an
d 
m
ea
ls
, a
nd
 u
se
r i
nv
ol
ve
m
en
t i
n 
m
ea
l-r
el
at
ed
 a
ct
iv
iti
es
.
A 
na
tio
na
l s
ur
ve
y 
am
on
g 
em
pl
oy
er
s 
in
 h
om
e 
ca
re
 s
er
vi
ce
 w
as
 
pu
bl
is
he
d 
in
 2
01
2.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
in
 th
e 
nu
rs
in
g 
an
d 
ca
re
 
se
rv
ic
es
6.
3.
6 
In
cl
ud
e 
di
et
 in
 
de
ve
lo
pi
ng
 a
 g
ui
de
 fo
r h
ea
lth
 
pe
rs
on
ne
l o
n 
co
m
m
un
ic
at
io
n 
ab
ou
t h
ea
lth
 w
ith
 s
pe
ak
er
s 
of
 
m
in
or
ity
 la
ng
ua
ge
s
6.
4 
Pr
ep
ar
e 
su
ita
bl
e 
di
et
- 
an
d 
nu
tri
tio
n-
re
la
te
d 
qu
al
ity
 
in
di
ca
to
rs
 in
 th
e 
he
al
th
 
in
st
itu
tio
ns
 a
nd
 d
om
ic
ili
ar
y 
se
rv
ic
es
6.
5 
Su
rv
ey
 th
e 
fo
od
 s
er
vi
ce
s 
av
ai
la
bl
e 
to
, a
nd
 d
ie
t a
nd
 
nu
tri
tio
na
l s
ta
tu
s 
of
 u
se
rs
 o
f 
nu
rs
in
g 
an
d 
ca
re
 s
er
vi
ce
s
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re
sp
on
si
bl
e
Th
er
e 
is
 s
til
l a
 s
ig
ni
fic
an
t n
ee
d 
fo
r i
m
pr
ov
em
en
t 
in
 th
e 
he
al
th
 a
nd
 c
ar
e 
se
rv
ic
es
 w
ith
 re
sp
ec
t 
to
 w
rit
te
n 
pr
oc
ed
ur
es
 o
n 
nu
tri
tio
na
l s
ta
tu
s,
 
ni
gh
t f
as
tin
g,
 k
no
w
le
dg
e 
ab
ou
t n
ut
rit
io
n 
an
d 
kn
ow
le
dg
e 
ab
ou
t d
ai
ly
 p
ra
ct
ic
e 
in
 th
e 
pr
ev
en
tio
n,
 id
en
tifi
ca
tio
n 
an
d 
tre
at
m
en
t o
f 
nu
tri
tio
na
l d
efi
ci
en
cy
. 
Se
e 
5.
5 
an
d 
6.
1.
A 
he
al
th
y 
liv
in
g 
ce
nt
re
 is
 d
efi
ne
d 
as
 a
 lo
w
 
th
re
sh
ol
d 
gr
ou
p 
or
 in
di
vi
du
al
 s
tru
ct
ur
ed
 
pr
og
ra
m
m
e 
w
or
ki
ng
 o
n 
im
pr
ov
in
g 
ph
ys
ic
al
 
ac
tiv
ity
, n
ut
rit
io
n 
an
d 
an
tis
m
ok
in
g.
 T
he
 n
um
be
r 
of
 h
ea
lth
y 
liv
in
g 
ce
nt
re
s 
ha
s 
do
ub
le
d 
si
nc
e 
20
09
 to
 1
35
 in
 2
01
1.
 A
bo
ut
 5
0 
of
 th
es
e 
ar
e 
of
fe
rin
g 
or
 p
la
nn
in
g 
Go
od
 F
oo
d 
co
ur
se
s,
 b
ut
 
on
ly
 8
 h
av
e 
st
af
f w
ith
 e
xp
er
tis
e 
in
 n
ut
rit
io
n.
N
o 
na
tio
na
l s
ur
ve
y 
of
 n
ut
rit
io
na
l s
ta
tu
s 
in
 n
ur
si
ng
 a
nd
 c
ar
e 
se
rv
ic
es
 h
as
 b
ee
n 
st
ar
te
d.
In
 a
 n
at
io
nw
id
e 
au
di
t i
n 
20
10
, t
he
 B
oa
rd
 o
f H
ea
lth
 S
up
er
vi
si
on
 
id
en
tifi
ed
: (
i) 
m
aj
or
 d
efi
ci
en
ci
es
 in
 th
e 
da
ily
 w
or
k 
to
 p
re
ve
nt
 
an
d 
tre
at
 n
ut
rit
io
na
l d
efi
ci
en
cy
 in
 o
ld
er
 p
eo
pl
e 
w
ho
 re
ce
iv
ed
 
he
al
th
	a
nd
	so
cia
l	s
er
vic
es
;	a
nd
	(i
i)	
in
su
ffi
cie
nt
	in
fo
rm
at
io
n	
ab
ou
t	
th
e 
nu
tri
tio
na
l s
ta
tu
s 
of
 p
at
ie
nt
 m
ed
ic
al
 re
co
rd
s 
of
 e
ld
er
ly
 h
ip
 
fra
ct
ur
e 
pa
tie
nt
s.
 
As
 fo
r 6
.8
.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 m
ad
e 
st
ud
y 
vi
si
ts
 to
 th
e 
N
at
io
na
l 
Ce
nt
re
 fo
r L
ea
rn
in
g 
an
d 
Co
pi
ng
 a
t A
ke
r U
ni
ve
rs
ity
 H
os
pi
ta
l a
nd
 
th
e 
Ce
nt
re
 fo
r L
ea
rn
in
g 
an
d 
Co
pi
ng
 in
 B
er
ge
n.
 M
ea
su
re
s 
to
 
fa
ci
lit
at
e 
th
e 
up
ta
ke
 o
f t
he
 G
oo
d 
Fo
od
 c
on
ce
pt
 fo
r l
ea
rn
in
g 
an
d 
co
pi
ng
 h
av
e 
be
en
 in
tro
du
ce
d.
As
 fo
r 5
.5
.
Th
e 
lo
w
 th
re
sh
ol
d 
di
et
-re
la
te
d 
sc
he
m
e 
Go
od
 F
oo
d 
fo
r B
et
te
r 
He
al
th
 w
as
 la
un
ch
ed
 in
 2
00
8.
 In
 th
e 
pe
rio
d 
20
08
–2
01
1 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
el
d 
tra
in
in
g 
w
or
ks
ho
ps
 in
 1
6 
of
 1
9 
co
un
tie
s.
 S
ev
er
al
 h
ea
lth
y 
liv
in
g 
ce
nt
re
s 
ar
e 
no
w
 o
ffe
rin
g 
Go
od
 
Fo
od
 fo
r B
et
te
r H
ea
lth
 c
ou
rs
es
. S
ee
 a
ls
o 
Gu
id
el
in
es
 fo
r h
ea
lth
y 
liv
in
g 
ce
nt
re
s.
 
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
6.
6 
En
su
re
 th
at
 fo
od
 s
er
vi
ce
s 
an
d 
fa
ci
lit
at
io
n 
of
 m
ea
ls
 a
re
 
in
cl
ud
ed
 in
 in
sp
ec
tio
ns
 o
f t
he
 
he
al
th
 s
er
vi
ce
s 
an
d 
nu
rs
in
g 
ca
re
 s
er
vi
ce
s
6.
7 
De
ve
lo
p 
fu
rth
er
 p
at
ie
nt
 
tra
in
in
g 
pr
og
ra
m
m
es
 th
ro
ug
h 
ce
nt
re
s 
fo
r l
ea
rn
in
g 
an
d 
co
pi
ng
 a
nd
 b
y 
ot
he
r m
ea
ns
.
6.
8 
Co
nt
in
ue
 to
 d
ev
el
op
 
lo
w
 th
re
sh
ol
d 
di
et
-re
la
te
d 
sc
he
m
es
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re
sp
on
si
bl
e
Se
e 
5.
3,
 6
.3
 a
nd
 6
.8
.
Go
od
 F
oo
d 
fo
r B
et
te
r H
ea
lth
 m
at
er
ia
l w
as
 d
ev
el
op
ed
 in
 2
00
8 
an
d 
re
vi
se
d 
in
 2
01
1.
Th
e 
Co
ok
bo
ok
 fo
r a
ll 
ca
n 
be
 p
ur
ch
as
ed
 a
t p
ro
du
ct
io
n 
co
st
 b
y 
m
un
ic
ip
al
iti
es
. 
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
6.
9 
De
ve
lo
p 
in
fo
rm
at
io
n 
m
at
er
ia
ls
 a
nd
 to
ol
s 
ai
m
ed
 a
t 
ch
an
gi
ng
 h
ab
its
, i
nc
lu
di
ng
 
di
et
, f
or
 u
se
 b
y 
th
e 
he
al
th
 
se
rv
ic
e,
 p
at
ie
nt
s 
an
d 
us
er
s 
an
d 
re
la
tiv
es
.
7.
1 
Em
ph
as
ize
 th
e 
ne
ed
 to
 
ta
ke
 n
ut
rit
io
n 
in
to
 a
cc
ou
nt
 
as
 p
ar
t o
f p
ub
lic
 h
ea
lth
 w
or
k 
in
 c
ou
nt
y 
an
d 
m
un
ic
ip
al
 
pl
an
ni
ng
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
En
vi
ro
nm
en
t
A 
ne
w
 p
la
nn
in
g 
se
ct
io
n 
of
 th
e 
Pl
an
ni
ng
 a
nd
 B
ui
ld
in
g 
Ac
t c
am
e 
in
to
 fo
rc
e 
on
 1
 J
ul
y 2
00
9.
 P
ub
lic
 h
ea
lth
 co
ns
id
er
at
io
ns
 w
er
e 
th
en
 
in
co
rp
or
at
ed
 in
to
 th
e 
Pl
an
ni
ng
 a
nd
 B
ui
ld
in
g 
Ac
t. 
Ac
co
rd
in
g 
to
 §
 3
-1
 
of
 th
e 
Ac
t o
n 
Du
tie
s a
nd
 co
ns
id
er
at
io
ns
 in
 p
la
nn
in
g 
un
de
r t
he
 A
ct
, 
pl
an
s s
ho
ul
d 
“(f
) p
ro
m
ot
e 
po
pu
la
tio
n 
he
al
th
 a
nd
 co
un
te
ra
ct
 so
cia
l 
in
eq
ua
lit
ie
s i
n 
he
al
th
, a
s w
el
l a
s h
el
pi
ng
 to
 p
re
ve
nt
 cr
im
e.
” A
 n
ew
 
pu
bl
ic 
he
al
th
 la
w
 fo
r c
ou
nt
ie
s c
am
e 
in
to
 fo
rc
e 
in
 2
01
0.
 T
he
 co
nt
en
t 
of
 th
at
 la
w
 w
as
 in
clu
de
d 
in
 th
e 
ne
w
 la
w
 fo
r m
un
ici
pa
lit
ie
s, 
co
un
ty
 
go
ve
rn
or
s a
nd
 th
e 
st
at
e 
fro
m
 1
 J
an
ua
ry
 2
01
2.
 B
y l
aw
, c
ou
nt
ie
s 
ha
ve
 a
 st
at
ut
or
y r
es
po
ns
ib
ili
ty
 to
 p
ro
m
ot
e 
pu
bl
ic 
he
al
th
.
Al
l 3
0 
m
un
ici
pa
lit
ie
s i
n 
th
e 
de
ve
lo
pm
en
t a
nd
 tr
ia
l p
ro
je
ct
 H
ea
lth
 
in
 M
as
te
r P
la
ns
 h
av
e 
in
clu
de
d 
pu
bl
ic 
he
al
th
 co
ns
id
er
at
io
ns
 in
 th
e 
m
un
ici
pa
l p
la
n’s
 so
cia
l c
om
po
ne
nt
. D
ev
el
op
m
en
t w
or
k f
or
 H
ea
lth
 
in
 M
as
te
r P
la
ns
, w
ith
 a
n 
em
ph
as
is 
on
 n
ut
rit
io
n,
 w
as
 in
iti
at
ed
 in
 
fo
ur
 p
ilo
t m
un
ici
pa
lit
ie
s i
n 
th
re
e 
co
un
tie
s. 
In
 th
e 
au
tu
m
n 
of
 2
00
9,
 
Th
is
 is
 fo
llo
w
ed
 u
p 
in
 th
e 
ne
w
 p
ub
lic
 h
ea
lth
 
la
w
 a
nd
 th
e 
na
tio
na
l h
ea
lth
 a
nd
 c
ar
e 
pl
an
 
(2
01
1–
20
15
).
An
 e
va
lu
at
io
n 
of
 th
e 
He
al
th
 in
 M
as
te
r P
la
ns
 
pr
oj
ec
t (
20
10
) r
ef
er
s 
to
 a
 s
ur
ve
y 
co
nd
uc
te
d 
am
on
g 
al
l m
un
ic
ip
al
iti
es
 in
 2
00
8 
of
 th
ei
r p
ub
lic
 
he
al
th
 e
ffo
rts
 a
nd
 h
ow
 th
e 
w
or
k 
w
as
 o
rg
an
ize
d.
 
Th
e 
re
su
lts
 s
ho
w
ed
 th
at
 a
t t
he
 ti
m
e 
on
ly
 o
ne
 
qu
ar
te
r o
f t
he
 m
un
ic
ip
al
iti
es
 re
po
rte
d 
th
at
 
nu
tri
tio
n-
re
la
te
d 
w
or
k 
w
as
 in
te
gr
at
ed
 a
s 
a 
th
em
at
ic
 a
re
a 
in
 th
ei
r m
un
ic
ip
al
 p
la
ns
.
7.
 D
ie
t i
n 
pu
bl
ic
 h
ea
lth
 e
ffo
rt
s 
at
 th
e 
lo
ca
l l
ev
el
Go
al
s:
 C
on
tri
bu
te
 to
 a
 m
or
e 
so
lid
 b
as
is
 fo
r, 
an
d 
m
et
ho
ds
 in
, p
ub
lic
 h
ea
lth
 w
or
k,
 in
cl
ud
in
g 
nu
tri
tio
n-
re
la
te
d 
w
or
k,
 in
 p
la
nn
in
g 
an
d 
bu
dg
et
 s
ys
te
m
s 
in
 c
ou
nt
ie
s 
an
d 
m
un
ic
ip
al
iti
es
 
Co
nt
rib
ut
e 
to
 s
ys
te
m
at
ic
 a
nd
 in
te
rd
is
ci
pl
in
ar
y 
co
op
er
at
io
n 
in
 n
ut
rit
io
n 
as
 p
ar
t o
f p
ar
tn
er
sh
ip
s 
fo
r p
ub
lic
 h
ea
lth
 in
 c
ou
nt
ie
s 
an
d 
m
un
ic
ip
al
iti
es
 
Co
nt
rib
ut
e 
to
 p
ub
lic
izi
ng
 v
ar
io
us
 s
ub
si
dy
 s
ch
em
es
 a
nd
 o
th
er
 p
ro
gr
am
m
es
 to
 s
up
po
rt 
lo
ca
l p
ub
lic
 h
ea
lth
 e
ffo
rts
 in
 g
en
er
al
 a
nd
 d
ie
ta
ry
 w
or
k 
in
 p
ar
tic
ul
ar
 
En
co
ur
ag
e 
th
e 
pr
ov
is
io
n 
of
 h
ea
lth
y 
fo
od
 a
nd
 b
ev
er
ag
e 
al
te
rn
at
iv
es
 in
 re
cr
ea
tio
na
l a
re
na
s
 
He
lp
 th
e 
el
de
rly
 re
ce
iv
e 
of
fe
rs
 o
f g
oo
d 
an
d 
va
rie
d 
fo
od
 a
t c
en
tra
l m
ee
tin
g 
pl
ac
es
68
Fo
cu
s 
ar
ea
 a
nd
 g
oa
ls
 
M
in
is
tr
y 
M
ea
su
re
s 
Co
m
m
en
ts
 
 
re
sp
on
si
bl
e
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 h
as
 n
ot
 im
pl
em
en
te
d 
th
is
 m
ea
su
re
 b
ec
au
se
 th
e 
as
su
m
pt
io
ns
 w
er
e 
ch
an
ge
d.
Ac
co
rd
in
g 
to
 in
fo
rm
at
io
n 
re
ce
iv
ed
 b
y 
th
e 
Di
re
ct
or
at
e,
 th
e 
Re
gu
la
tio
n 
w
ill
 b
e 
re
vi
se
d 
ag
ai
n.
 T
he
 D
ire
ct
or
at
e 
w
ill
 m
on
ito
r 
de
ve
lo
pm
en
ts
.
Se
ve
ra
l u
ni
ve
rs
iti
es
 a
nd
 v
oc
at
io
na
l c
ol
le
ge
s 
of
fe
r p
ro
gr
am
m
es
 in
 p
ub
lic
 h
ea
lth
. I
n 
20
11
, fi
ve
 
of
 th
es
e 
in
st
itu
tio
ns
 o
ffe
re
d 
co
ur
se
s 
ab
ou
t t
he
 
He
al
th
 in
 M
as
te
r P
la
ns
 p
ro
je
ct
. 
th
e 
m
un
ici
pa
lit
y o
f E
id
sb
er
g 
ad
op
te
d 
th
e 
in
clu
sio
n 
of
 n
ut
rit
io
n 
pr
og
ra
m
m
es
 in
 th
e 
pl
an
 fo
r a
 sa
fe
 a
nd
 h
ea
lth
y c
hi
ld
ho
od
. T
he
 
m
un
ici
pa
lit
y o
f V
ol
da
 h
as
 in
co
rp
or
at
ed
 th
e 
Go
od
 Fo
od
 tr
ai
ni
ng
 
co
ur
se
 in
to
 m
un
ici
pa
l a
nd
 fi
na
nc
ia
l p
la
nn
in
g.
 Fi
na
l r
ep
or
ts
 a
re
 st
ill
 
to
 b
e 
re
ce
ive
d 
fro
m
 th
e 
m
un
ici
pa
lit
ie
s o
f F
au
sk
e 
an
d 
Ve
st
vå
gø
y.
In
 it
s 
an
nu
al
 o
ffi
ci
al
 le
tte
r t
o 
co
un
ty
 g
ov
er
no
rs
, t
he
 M
in
is
try
 o
f 
Ag
ric
ul
tu
re
 &
 F
oo
d 
ha
s 
in
cl
ud
ed
 a
 s
en
te
nc
e 
to
 th
e 
ef
fe
ct
 th
at
 th
e 
go
ve
rn
or
s 
sh
ou
ld
 u
nd
er
ta
ke
 w
or
k 
re
la
te
d 
to
 fo
od
 a
nd
 c
hi
ld
re
n.
Th
e 
gu
id
el
in
es
 w
er
e 
up
da
te
d 
in
 c
on
ju
nc
tio
n 
w
ith
 th
e 
ne
w
 
se
ct
io
n 
on
 p
la
nn
in
g 
in
 th
e 
Ac
t a
nd
 w
er
e 
im
pl
em
en
te
d 
at
 th
e 
sa
m
e 
tim
e.
 P
ub
lic
 h
ea
lth
 w
as
 in
cl
ud
ed
 a
s 
a 
co
ns
id
er
at
io
n 
in
 th
e 
Ac
t b
ut
 n
ot
 n
ut
rit
io
n 
in
 p
ar
tic
ul
ar
. A
cc
or
di
ng
 to
 §
 4
 o
f 
th
e 
Ac
t o
n 
cr
ite
ria
 fo
r t
he
 a
ss
es
sm
en
t o
f s
ig
ni
fic
an
t i
m
pa
ct
s 
on
 th
e 
en
vi
ro
nm
en
t a
nd
 s
oc
ie
ty
, t
he
 p
la
ns
 a
nd
 m
ea
su
re
s 
sh
ou
ld
 b
e 
as
se
ss
ed
 u
nd
er
 th
e 
Re
gu
la
tio
n 
if 
th
ey
 “
i) 
m
ay
 h
av
e 
co
ns
eq
ue
nc
es
 fo
r t
he
 p
op
ul
at
io
n 
he
al
th
 o
r t
he
 d
is
tri
bu
tio
n 
of
 
he
al
th
 in
 th
e 
po
pu
la
tio
n.
”
Th
e 
M
in
is
try
 o
f t
he
 E
nv
iro
nm
en
t p
la
nn
ed
 to
 p
re
pa
re
 a
 g
ui
de
 to
 
th
e 
cr
ite
ria
 in
 §
 4
, b
ut
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 is
 n
ot
 a
w
ar
e 
th
at
 
th
is
 w
or
k 
ha
s 
be
en
 c
om
pl
et
ed
.
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 is
 w
or
ki
ng
 to
 b
ui
ld
 c
om
pe
te
nc
e 
in
 
nu
tri
tio
n 
an
d 
ha
s 
or
ga
ni
ze
d 
m
ee
tin
gs
 w
ith
 p
ub
lic
 h
ea
lth
 w
or
ke
rs
 
at
 lo
ca
l a
nd
 re
gi
on
al
 le
ve
l t
o 
di
sc
us
s 
th
is
 is
su
e.
Th
e 
M
in
is
try
 o
f E
du
ca
tio
n 
&
 R
es
ea
rc
h 
co
m
m
en
te
d 
th
at
 
fa
ci
lit
at
in
g 
co
m
pe
te
nc
e-
bu
ill
di
ng
, a
s 
re
qu
es
te
d 
in
 th
is
 m
ea
su
re
, 
is
 th
e 
re
sp
on
si
bi
lit
y 
of
 in
st
itu
tio
ns
 in
 h
ig
he
r e
du
ca
tio
n.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
7.
2 
In
cl
ud
e 
ex
am
pl
es
 o
f h
ow
 
nu
tri
tio
n 
ca
n 
be
 a
dd
re
ss
ed
 in
 
gu
id
el
in
es
 fo
r r
eg
ul
at
io
ns
 a
nd
 
en
vi
ro
nm
en
ta
l i
m
pa
ct
 s
tu
di
es
 
pu
rs
ua
nt
 to
 th
e 
Pl
an
ni
ng
 a
nd
 
Bu
ild
in
g 
Ac
t
7.
3 
Fa
ci
lit
at
e 
co
m
pe
te
nc
e-
bu
ild
in
g 
in
 v
oc
at
io
na
l c
ol
le
ge
 
pr
og
ra
m
m
es
 fo
r p
ub
lic
 h
ea
lth
 
w
or
ke
rs
 o
n 
ho
w
 th
e 
Pl
an
ni
ng
 
an
d 
Bu
ild
in
g 
Ac
t c
an
 s
er
ve
 a
s 
a 
ke
y 
in
st
ru
m
en
t f
or
 la
yi
ng
 a
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re
sp
on
si
bl
e
N
o 
ad
di
tio
na
l n
ut
rit
io
n-
re
la
te
d 
in
di
ca
to
rs
 
ha
ve
 b
ee
n 
de
ve
lo
pe
d 
as
 a
 to
ol
 fo
r m
un
ic
ip
al
 
pl
an
ni
ng
, b
ut
 th
is
 w
or
k 
is
 in
 p
ro
gr
es
s.
Si
nc
e 
20
09
, s
om
e 
co
un
tie
s 
ha
ve
 m
er
ge
d 
th
ei
r 
re
so
ur
ce
 g
ro
up
s 
in
 n
ut
rit
io
n 
w
ith
 o
th
er
 g
ro
up
s 
(to
ba
cc
o,
 p
hy
si
ca
l a
ct
iv
ity
, m
en
ta
l h
ea
lth
, 
su
bs
ta
nc
e 
ab
us
e)
.
Th
e 
as
si
gn
ed
 ro
le
s 
an
d 
re
sp
on
si
bi
lit
ie
s 
fo
r 
pu
bl
ic
 h
ea
lth
 e
ffo
rts
 a
t r
eg
io
na
l l
ev
el
, s
ha
re
d 
be
tw
ee
n 
th
e 
co
un
ty
 a
ut
ho
rit
ie
s 
an
d 
co
un
ty
 
go
ve
rn
or
s,
 h
av
e 
ch
an
ge
d 
si
nc
e 
20
10
 w
ith
 
im
pl
ic
at
io
ns
 fo
r t
he
 o
rg
an
iza
tio
n 
an
d 
fu
nd
in
g 
of
 p
ub
lic
 h
ea
lth
 w
or
k,
 in
cl
ud
in
g 
th
e 
w
or
k 
of
 th
e 
re
so
ur
ce
 g
ro
up
s.
Un
til
 2
01
0 
th
er
e 
w
as
 a
 n
at
io
na
l i
nt
er
ne
t p
or
ta
l f
or
 m
un
ic
ip
al
 
he
al
th
 p
ro
fil
es
 w
hi
ch
 in
cl
ud
ed
 h
ea
lth
 in
di
ca
to
rs
 a
s 
a 
to
ol
 in
 
m
un
ic
ip
al
 p
la
nn
in
g 
(k
om
m
un
eh
el
se
pr
ofi
le
r).
 B
irt
h 
w
ei
gh
t a
nd
 
th
e 
pa
rti
ci
pa
tio
n 
ra
te
 o
f s
ch
oo
ls
 in
 th
e 
fru
it 
an
d 
ve
ge
ta
bl
e 
su
bs
cr
ip
tio
n 
sc
he
m
e 
w
er
e 
in
cl
ud
ed
 a
s 
nu
tri
tio
n-
re
la
te
d 
in
di
ca
to
rs
 a
va
ila
bl
e 
fro
m
 e
xi
st
in
g 
da
ta
 c
ol
le
ct
io
ns
. F
ur
th
er
 
nu
tri
tio
n 
in
di
ca
to
rs
 w
er
e 
w
ar
ra
nt
ed
.
W
ith
 th
e 
ne
w
 p
ub
lic
 h
ea
lth
 la
w
 o
f J
an
ua
ry
 2
01
2,
 a
 n
ew
 w
eb
 
po
rta
l f
or
 h
ea
lth
 in
di
ca
to
rs
 fo
r e
ac
h 
m
un
ic
ip
al
ity
 h
as
 b
ee
n 
de
ve
lo
pe
d 
(fo
lk
eh
el
se
pr
ofi
le
r).
 A
cc
or
di
ng
 to
 th
e 
ne
w
 la
w
, t
he
 
Di
re
ct
or
at
e 
of
 H
ea
lth
 a
nd
 th
e 
N
or
w
eg
ia
n 
In
st
itu
te
 o
f P
ub
lic
 
He
al
th
 s
ha
ll 
su
pp
or
t l
oc
al
 a
ut
ho
rit
ie
s 
in
 o
bt
ai
ni
ng
 a
n 
ov
er
vi
ew
 o
f 
th
e 
pu
bl
ic
 h
ea
lth
 s
itu
at
io
n 
in
 th
e 
co
m
m
un
ity
.
In
 2
00
9,
 1
8 
ou
t o
f 1
9 
co
un
tie
s 
ha
d 
re
so
ur
ce
 g
ro
up
s 
in
 n
ut
rit
io
n.
 
Th
es
e 
gr
ou
ps
 w
er
e 
es
ta
bl
is
he
d 
in
 o
rd
er
 to
 a
dv
oc
at
e 
an
d 
co
ns
tit
ut
e 
a 
re
so
ur
ce
 n
et
w
or
k 
in
 re
la
tio
n 
to
 in
te
gr
at
in
g 
nu
tri
tio
n 
in
 p
ar
tn
er
sh
ip
s 
fo
r p
ub
lic
 h
ea
lth
 a
t c
ou
nt
y 
an
d 
m
un
ic
ip
al
 le
ve
l. 
Th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 o
rg
an
ize
d 
an
nu
al
 m
ee
tin
gs
 fo
r t
he
 
re
so
ur
ce
 g
ro
up
s 
fro
m
 2
00
7 
to
 2
01
0.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
lo
ca
l f
ou
nd
at
io
n 
fo
r n
ut
rit
io
n 
in
iti
at
iv
es
7.
4 
De
ve
lo
p 
ef
fe
ct
iv
e 
in
di
ca
to
rs
 fo
r n
ut
rit
io
n 
an
d 
pu
bl
ic
 h
ea
lth
 fo
r i
nc
lu
si
on
 in
 
m
un
ic
ip
al
 h
ea
lth
 p
ro
fil
es
7.
5 
Co
nt
in
ue
 n
ut
rit
io
n 
an
d 
di
et
 in
iti
at
iv
es
 to
ge
th
er
 w
ith
 
ph
ys
ic
al
 a
ct
iv
ity
 a
nd
 a
nt
i-
to
ba
cc
o 
pr
og
ra
m
m
es
 a
s 
a 
pr
io
rit
y 
fo
cu
s 
in
 p
ar
tn
er
sh
ip
s 
fo
r p
ub
lic
 h
ea
lth
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si
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e
A 
re
po
rt 
ab
ou
t t
he
 P
ar
tn
er
sh
ip
s 
fo
r P
ub
lic
 
He
al
th
 in
iti
at
iv
e 
is
 a
va
ila
bl
e 
in
 N
or
w
eg
ia
n 
fro
m
 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
.
So
m
e 
re
po
rts
 a
re
 a
va
ila
bl
e 
as
 a
 re
su
lt 
of
 N
or
di
c 
co
lla
bo
ra
tio
n.
 
Th
e 
m
in
is
tri
es
 h
av
e 
be
en
 e
nc
ou
ra
ge
d 
to
 
in
co
rp
or
at
e 
nu
tri
tio
n-
re
la
te
d 
m
ea
su
re
s 
in
to
 
th
ei
r w
or
k,
 w
he
re
 re
le
va
nt
.
An
nu
al
 re
po
rts
 fr
om
 th
e 
co
un
ty
 g
ov
er
no
rs
, c
ou
nt
y 
au
th
or
iti
es
 a
nd
 
th
e 
Bo
ar
d 
of
 H
ea
lth
 S
up
er
vi
si
on
 a
re
 re
vi
ew
ed
 a
nd
 s
um
m
ar
ize
d 
by
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 w
ith
 re
sp
ec
t t
o 
nu
tri
tio
n 
pr
og
ra
m
m
es
. I
n 
ad
di
tio
n,
 c
ou
nt
y 
an
d 
m
un
ic
ip
al
 m
ee
tin
gs
 a
nd
 
co
nf
er
en
ce
s 
ar
e 
or
ga
ni
ze
d 
fo
r t
he
 p
ur
po
se
 o
f e
xc
ha
ng
in
g 
kn
ow
le
dg
e,
 id
ea
s,
 e
xp
er
ie
nc
e 
an
d 
m
od
el
s.
 T
he
 D
ire
ct
or
at
e 
of
 
He
al
th
 a
ls
o 
co
nt
rib
ut
es
 to
 th
e 
ex
ch
an
ge
s 
th
ro
ug
h 
its
 re
gu
la
r 
w
or
k.
 In
 a
dd
iti
on
, t
he
re
 is
 N
or
di
c 
co
op
er
at
io
n 
in
 th
is
 fi
el
d.
Se
e 
7.
5.
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 
&	
Fo
od
;	
Fi
sh
er
ie
s 
&
 
Co
as
ta
l	A
ffa
irs
;	
Ch
ild
re
n,
 
Eq
ua
lit
y 
&
 S
oc
ia
l 
In
clu
sio
n;
	
La
bo
ur
;	
En
vi
ro
nm
en
t
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 &
 
Fo
od
;	L
ab
ou
r;	
Fi
sh
er
ie
s 
&
 
Co
as
ta
l	A
ffa
irs
;	
Ch
ild
re
n,
 
Eq
ua
lit
y 
&
 S
oc
ia
l 
In
clu
sio
n;
	
En
vi
ro
nm
en
t
7.
6 
Co
lle
ct
, c
om
m
un
ic
at
e 
an
d,
 if
 n
ec
es
sa
ry
, d
ev
el
op
 
to
ol
s 
an
d 
m
od
el
s 
fo
r n
ut
rit
io
n 
ac
tiv
iti
es
7.
7 
Co
or
di
na
te
 a
nd
 c
ha
nn
el
 
in
ce
nt
iv
e 
fu
nd
s 
fro
m
 
va
rio
us
 n
at
io
na
l f
oo
d,
 
di
et
, p
hy
si
ca
l a
ct
iv
ity
 a
nd
 
he
al
th
 p
ro
gr
am
m
es
 to
 lo
ca
l 
m
ea
su
re
s
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Se
e 
1.
4.
Th
er
e 
is
 n
o 
ev
al
ua
tio
n 
of
 o
r d
oc
um
en
ta
tio
n 
on
 
us
e 
of
 th
e 
m
at
er
ia
l, 
no
r w
he
th
er
 s
ch
oo
ls
 a
nd
 
te
ac
he
rs
 a
re
 a
w
ar
e 
of
 it
s 
ex
is
te
nc
e.
Ot
he
r r
el
ev
an
t m
at
er
ia
l i
s 
av
ai
la
bl
e 
on
lin
e,
 
su
ch
 a
s 
gu
id
an
ce
 o
n 
th
e 
su
bj
ec
t o
f f
oo
d 
an
d 
he
al
th
 (h
om
e 
ec
on
om
ic
s)
 a
t t
he
 D
ire
ct
or
at
e 
of
 
Ed
uc
at
io
n.
Te
ac
hi
ng
 m
at
er
ia
l i
s 
av
ai
la
bl
e 
as
 p
ar
t o
f t
he
 
an
nu
al
 W
ee
k 
of
 Ta
st
e 
pr
oj
ec
t i
ni
tia
te
d 
by
 th
e 
M
in
is
tri
es
 o
f F
is
he
rie
s 
&
 C
oa
st
al
 A
ffa
irs
 a
nd
 
Fi
na
nc
e.
Th
e 
pr
oj
ec
t D
en
 n
at
ur
lig
e 
sk
ol
es
ek
ke
n 
[T
he
 
N
at
ur
al
 S
ch
oo
lb
ag
], 
by
 th
e 
M
in
is
tri
es
 o
f 
Se
e 
1.
4.
Th
e 
Co
ok
er
y 
bo
ok
 fo
r a
ll 
w
as
 p
ub
lis
he
d 
in
 S
ep
te
m
be
r 2
00
7.
 It
 
is
 d
is
tri
bu
te
d 
fre
e 
to
 p
up
ils
 a
t t
he
 lo
w
er
 s
ec
on
da
ry
 le
ve
l a
nd
 
to
 te
ac
he
r-t
ra
in
in
g 
st
ud
en
ts
. M
un
ic
ip
al
iti
es
 c
an
 b
uy
 th
e 
bo
ok
 
at
 p
ro
du
ct
io
n 
co
st
 fo
r t
ra
in
in
g 
pu
rp
os
es
 a
nd
 it
 is
 a
ls
o 
av
ai
la
bl
e 
in
 b
oo
ks
ho
ps
. I
t i
s 
up
da
te
d 
w
ith
 in
fo
rm
at
io
n 
ab
ou
t k
ey
ho
le
 
la
be
lli
ng
 a
nd
 n
ew
 d
ie
ta
ry
 a
dv
ic
e.
 
Te
ac
hi
ng
 m
at
er
ia
ls
 h
av
e 
be
en
 d
ev
el
op
ed
 b
y 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
, i
n 
co
lla
bo
ra
tio
n 
w
ith
 th
e 
Di
re
ct
or
at
e 
of
 E
du
ca
tio
n 
an
d 
N
or
w
eg
ia
n 
Fo
od
 S
af
et
y 
Au
th
or
ity
, f
or
 v
ar
io
us
 g
ra
de
s 
on
 
nu
tri
tio
n,
 la
be
lli
ng
, h
yg
ie
ne
 a
nd
 k
ey
ho
le
 la
be
lli
ng
.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 
&	
Fo
od
;	
Fi
sh
er
ie
s 
&
 
Co
as
ta
l	A
ffa
irs
;	
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
8.
1 
Of
fe
r a
 b
as
ic
 c
oo
ke
ry
 
bo
ok
 fr
ee
 to
 p
up
ils
 a
t t
he
 
lo
w
er
 s
ec
on
da
ry
 le
ve
l a
nd
 to
 
te
ac
he
r-t
ra
in
in
g 
st
ud
en
ts
8.
2 
De
ve
lo
p 
an
d 
of
fe
r 
w
eb
-b
as
ed
 e
du
ca
tio
na
l 
pr
og
ra
m
m
es
 fo
r u
se
 in
 
pr
im
ar
y 
sc
ho
ol
s
8.
 C
ap
ac
ity
-b
ui
ld
in
g 
in
 n
ut
ri
tio
n-
re
la
te
d 
is
su
es
Go
al
s:
 C
on
tri
bu
te
 to
 c
on
si
st
en
t k
no
w
le
dg
e 
an
d 
sk
ill
s 
in
 fo
od
, f
oo
d 
pr
ep
ar
at
io
n,
 d
ie
t a
nd
 h
ea
lth
 a
m
on
g 
yo
un
g 
pe
op
le
 
Co
nt
rib
ut
e 
to
 g
oo
d 
qu
al
ifi
ca
tio
ns
 in
 fo
od
, d
ie
t a
nd
 h
ea
lth
 a
m
on
g 
te
ac
he
rs
 in
 fo
od
 a
nd
 h
ea
lth
 
Co
nt
rib
ut
e 
to
 a
de
qu
at
e 
kn
ow
le
dg
e 
ab
ou
t n
ut
rit
io
n 
an
d 
so
ci
al
 in
eq
ua
lit
ie
s 
in
 d
ie
t a
nd
 h
ea
lth
 a
m
on
g 
re
le
va
nt
 h
ea
lth
 p
er
so
nn
el
 g
ro
up
s,
 a
nd
 e
m
po
w
er
 th
em
  
 
to
 u
se
 th
is
 k
no
w
le
dg
e 
in
 th
ei
r d
ai
ly
 w
or
k
 
Co
nt
rib
ut
e 
to
 m
or
e 
kn
ow
le
dg
e 
ab
ou
t t
he
 n
ee
d 
fo
r n
ut
rit
io
n 
qu
al
ifi
ca
tio
ns
 a
nd
 h
ow
 a
ny
 n
ee
ds
 c
an
 b
e 
co
ve
re
d
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re
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si
bl
e
Ed
uc
at
io
n 
&
 R
es
ea
rc
h 
an
d 
th
e 
En
vi
ro
nm
en
t, 
ha
s 
in
te
gr
at
ed
 th
e 
le
ar
ni
ng
 o
bj
ec
tiv
es
 fo
r t
he
 
su
bj
ec
t o
f f
oo
d 
an
d 
he
al
th
. T
he
 fo
cu
s 
ar
ea
 o
f 
th
e 
pr
oj
ec
t i
s 
pr
im
ar
ily
 o
n 
th
e 
en
vi
ro
nm
en
t a
nd
 
su
st
ai
na
bi
lit
y 
in
 g
en
er
al
.
Te
ac
hi
ng
 m
at
er
ia
l i
s 
al
so
 a
va
ila
bl
e 
fro
m
 a
ll 
of
 
th
e 
in
fo
rm
at
io
n 
of
fic
es
 fo
r f
ru
it 
an
d 
ve
ge
ta
bl
es
, 
eg
gs
 a
nd
 m
ea
t, 
da
iry
 p
ro
du
ct
s,
 s
ea
fo
od
 a
nd
 
br
ea
ds
 a
nd
 c
er
ea
ls
. T
hi
s 
te
ac
hi
ng
 m
at
er
ia
l i
s 
be
in
g 
us
ed
 e
xt
en
si
ve
ly.
 
Se
ve
ra
l m
in
is
tri
es
 h
av
e 
re
ce
iv
ed
 a
 le
tte
r f
ro
m
 
th
e 
As
so
ci
at
io
n 
of
 Te
ac
he
rs
 in
 F
oo
d 
an
d 
He
al
th
 
ex
pr
es
si
ng
 th
ei
r c
on
ce
rn
 re
ga
rd
in
g 
th
e 
fu
tu
re
 
of
 th
e 
su
bj
ec
t, 
its
 s
ta
tu
s 
an
d 
th
e 
po
ss
ib
ili
tie
s 
of
 
re
ac
hi
ng
 th
e 
le
ar
ni
ng
 o
bj
ec
tiv
es
. F
or
 e
xa
m
pl
e,
 
th
er
e 
is
 n
o 
te
xt
bo
ok
 fo
r t
hi
s 
su
bj
ec
t i
n 
pr
im
ar
y 
sc
ho
ol
s.
Co
lla
bo
ra
tio
n 
be
tw
ee
n 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 a
nd
 th
e 
Di
re
ct
or
at
e 
of
 E
du
ca
tio
n 
an
d 
Tr
ai
ni
ng
 h
as
 h
ig
hl
ig
ht
ed
 th
e 
ne
ed
 
to
 s
tre
ng
th
en
 th
e 
po
si
tio
n 
of
 th
e 
su
bj
ec
t H
om
e 
Ec
on
om
ic
s,
 F
oo
d 
an
d 
He
al
th
. C
on
ce
rn
s 
ab
ou
t t
hi
s 
su
bj
ec
t h
av
e 
be
en
 ra
is
ed
 in
 
se
ve
ra
l p
ol
iti
ca
l a
re
na
s.
 It
 is
 e
st
im
at
ed
 th
at
 a
ro
un
d 
70
%
 o
f t
he
 
te
ac
he
rs
 in
 fo
od
 a
nd
 h
ea
lth
 in
 p
rim
ar
y 
an
d 
lo
w
er
 s
ec
on
da
ry
 
ed
uc
at
io
n 
do
 n
ot
 h
av
e 
su
bj
ec
t-s
pe
ci
fic
 tr
ai
ni
ng
.
In
 2
00
7 
an
d 
20
08
, t
he
 D
ire
ct
or
at
e 
of
 H
ea
lth
 o
rg
an
ize
d 
se
m
in
ar
s 
fo
r s
tu
de
nt
 te
ac
he
rs
 in
 v
oc
at
io
na
l c
ol
le
ge
s 
an
d 
un
iv
er
si
tie
s.
A 
m
ee
tin
g 
w
as
 h
el
d 
in
 2
00
9 
be
tw
ee
n 
th
e 
Di
re
ct
or
at
e 
of
 
He
al
th
 a
nd
 th
e 
Di
re
ct
or
at
e 
of
 E
du
ca
tio
n 
an
d 
Tr
ai
ni
ng
 a
nd
 
re
pr
es
en
ta
tiv
es
 fr
om
 th
e 
Bu
sk
er
ud
 a
nd
 V
es
tfo
ld
 v
oc
at
io
na
l 
co
lle
ge
s 
as
 w
el
l a
s 
th
e 
As
so
ci
at
io
n 
of
 Te
ac
he
rs
 in
 H
om
e 
Ec
on
om
ic
s,
 w
ho
 a
re
 re
sp
on
si
bl
e 
fo
r f
oo
d 
an
d 
he
al
th
 in
 p
rim
ar
y 
an
d 
lo
w
er
 s
ec
on
da
ry
 s
ch
oo
ls
, t
o 
di
sc
us
s 
th
e 
ch
al
le
ng
es
 w
ith
 th
e 
su
bj
ec
t.
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
;	L
oc
al
	
Go
ve
rn
m
en
t 
&
 R
eg
io
na
l 
De
ve
lo
pm
en
t
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
;	L
oc
al
	
Go
ve
rn
m
en
t 
&
 R
eg
io
na
l 
De
ve
lo
pm
en
t
8.
3 
En
co
ur
ag
e 
th
e 
al
lo
ca
tio
n 
of
 re
so
ur
ce
s 
fo
r p
ra
ct
ic
al
 
tra
in
in
g 
in
 fo
od
 a
nd
 h
ea
lth
8.
4 
St
im
ul
at
e 
th
e 
es
ta
bl
is
hm
en
t o
f c
on
tin
ui
ng
 
an
d 
fu
rth
er
 e
du
ca
tio
n 
pr
og
ra
m
m
es
 in
 n
ut
rit
io
n,
 
di
et
 a
nd
 fo
od
 a
nd
 h
ea
lth
 
an
d 
di
ss
em
in
at
e 
in
fo
rm
at
io
n 
ab
ou
t t
he
m
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8.
5 
As
se
ss
 n
ee
ds
 a
nd
 
po
ss
ib
ili
tie
s 
fo
r s
tre
ng
th
en
in
g 
nu
tri
tio
n 
in
 re
le
va
nt
 n
at
io
na
l 
cu
rri
cu
la
8.
6 
En
su
re
 a
de
qu
at
e 
qu
al
ifi
ca
tio
ns
 in
 d
ie
t a
nd
 
nu
tri
tio
n 
in
 th
e 
nu
rs
in
g 
an
d 
ca
re
 s
ec
to
r
Ed
uc
at
io
n 
&
 
Re
se
ar
ch
;	
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
An
 a
dd
iti
on
al
 m
ee
tin
g 
w
as
 h
el
d 
in
 th
e 
au
tu
m
n 
of
 2
01
0 
be
tw
ee
n 
th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 a
nd
 th
e 
As
so
ci
at
io
n 
of
 Te
ac
he
rs
 o
f 
Ho
m
e 
Ec
on
om
ic
s,
 w
ho
 a
re
 re
sp
on
si
bl
e 
fo
r f
oo
d 
an
d 
he
al
th
 in
 
pr
im
ar
y 
an
d 
lo
w
er
 s
ec
on
da
ry
 s
ch
oo
ls
.
Fo
llo
w
in
g 
pu
bl
ic
at
io
n 
of
 th
e 
re
po
rt 
Ko
m
pe
ta
ns
e 
fo
r k
va
lit
et
 –
 
st
ra
te
gi
 fo
r v
id
er
eu
td
an
ni
ng
 a
v 
læ
re
re
 (2
00
8–
20
12
) [
Co
m
pe
te
nc
e 
fo
r q
ua
lit
y 
– 
st
ra
te
gy
 fo
r t
he
 fu
rth
er
 e
du
ca
tio
n 
of
 te
ac
he
rs
 
(2
00
8–
20
12
)],
 th
e 
go
ve
rn
m
en
t g
av
e 
fin
an
ci
al
 s
up
po
rt 
fo
r f
ur
th
er
 
ed
uc
at
io
n 
pr
og
ra
m
m
es
 fo
r t
ea
ch
er
s,
 in
cl
ud
in
g 
te
ac
he
rs
 o
f f
oo
d 
an
d 
he
al
th
 (h
om
e 
ec
on
om
ic
s)
. N
ot
 a
ll 
th
e 
st
ud
en
t p
la
ce
s 
in
 th
is
 
su
bj
ec
t h
av
e 
be
en
 fi
lle
d.
 T
he
 m
un
ic
ip
al
 a
ut
ho
rit
ie
s 
an
d 
sc
ho
ol
 
he
ad
s 
de
ci
de
 w
hi
ch
 te
ac
he
rs
 a
nd
/o
r d
is
ci
pl
in
es
 s
ho
ul
d 
ge
t 
fu
rth
er
 e
du
ca
tio
n.
Th
e 
un
iv
er
si
ty
 s
ec
to
r i
n 
al
l s
ix
 e
du
ca
tio
na
l r
eg
io
ns
 is
 s
up
po
se
d 
to
 o
ffe
r c
la
ss
es
 fo
r s
tu
de
nt
 te
ac
he
rs
 e
na
bl
in
g 
th
em
 to
 te
ac
h 
al
l 
su
bj
ec
ts
 in
 p
rim
ar
y 
an
d 
lo
w
er
 s
ec
on
da
ry
 s
ch
oo
l.
In
 th
e 
de
ve
lo
pm
en
t o
f t
he
 n
ew
 re
gu
la
tio
n 
fo
r t
ea
ch
er
 tr
ai
ni
ng
, 
th
e 
M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 s
ub
m
itt
ed
 in
pu
t o
n 
th
e 
ne
ed
 fo
r b
et
te
r c
om
pe
te
nc
e 
in
 h
ea
lth
 p
ro
m
ot
io
n 
am
on
g 
te
ac
he
rs
. T
hi
s 
w
as
 n
ot
 ta
ke
n 
in
to
 a
cc
ou
nt
 in
 th
e 
su
bs
eq
ue
nt
 
re
gu
la
tio
ns
.
Th
er
e 
is
 a
 n
ee
d 
fo
r m
or
e 
nu
tri
tio
n 
ed
uc
at
io
n 
fo
r h
ea
lth
 c
ar
e 
pr
of
es
si
on
al
s,
 e
sp
ec
ia
lly
 d
oc
to
rs
, n
ur
se
s 
an
d 
so
ci
al
 w
or
ke
rs
. 
Th
is
 is
 re
fe
rre
d 
to
 in
 th
e 
w
hi
te
 p
ap
er
 fr
om
 th
e 
M
in
is
try
 o
f 
Ed
uc
at
io
n 
Ed
uc
at
io
n 
fo
r t
he
 w
el
fa
re
 s
ta
te
 (R
ep
or
t N
o.
 1
3 
(2
01
1–
20
12
) t
o 
pa
rli
am
en
t).
An
 e
va
lu
at
io
n 
re
po
rt 
on
 th
e 
ed
uc
at
io
n 
of
 p
re
-
sc
ho
ol
 te
ac
he
rs
 is
 a
va
ila
bl
e 
fro
m
 N
OK
UT
 (t
he
 
N
at
io
na
l O
rg
an
iza
tio
n 
fo
r Q
ua
lit
y 
in
 E
du
ca
tio
n)
.
A 
ne
w
 n
at
io
na
l c
ur
ric
ul
um
 re
gu
la
tio
n 
fo
r p
re
-
sc
ho
ol
 e
du
ca
tio
n 
is
 u
nd
er
 d
ev
el
op
m
en
t.
Se
e 
8.
4.
Se
e 
th
e 
M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 
pu
bl
ic
at
io
n 
Lo
ng
-te
rm
 c
ar
e 
– 
fu
tu
re
 c
ha
lle
ng
es
.
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re
sp
on
si
bl
e
Th
e 
re
po
rt 
fro
m
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 
es
tim
at
es
 th
at
 7
00
 c
lin
ic
al
 n
ut
rit
io
ni
st
s 
ar
e 
ne
ed
ed
 in
 th
e 
he
al
th
 a
nd
 c
ar
e 
se
rv
ic
es
 b
y 
20
20
. I
n 
20
11
, a
bo
ut
 1
40
 n
ut
rit
io
ni
st
s 
w
er
e 
em
pl
oy
ed
, m
os
t o
f t
he
m
 in
 h
os
pi
ta
ls
. O
nl
y 
3%
 
w
er
e 
em
pl
oy
ed
 in
 m
un
ic
ip
al
 h
ea
lth
 a
nd
 c
ar
e 
se
rv
ic
es
.
In
 th
e 
bu
dg
et
 fo
r 2
01
1–
20
12
, t
he
 g
ov
er
nm
en
t 
al
lo
w
ed
 fo
r t
he
 n
um
be
r o
f s
tu
de
nt
s 
in
 c
lin
ic
al
 
nu
tri
tio
n 
to
 b
e 
in
cr
ea
se
d 
by
 2
0 
(1
5 
at
 th
e 
Un
iv
er
si
ty
 o
f O
sl
o 
an
d 
5 
at
 th
e 
Un
iv
er
si
ty
 o
f 
Be
rg
en
). 
In
 2
01
2,
 th
e 
Un
iv
er
si
ty
 o
f O
sl
o 
pl
an
ne
d 
to
 a
dm
it 
35
 s
tu
de
nt
s 
an
d 
th
e 
Un
iv
er
si
ty
 o
f 
Be
rg
en
 1
5 
to
 d
o 
M
as
te
r’s
 d
eg
re
es
 in
 c
lin
ic
al
 
nu
tri
tio
n.
 A
t t
he
 U
ni
ve
rs
ity
 o
f B
er
ge
n,
 h
ow
ev
er
, 
no
t a
ll 
of
 th
e 
pr
oj
ec
te
d 
13
 s
tu
de
nt
s 
st
ar
te
d 
in
 
20
10
, a
nd
 in
 2
01
1 
on
ly
 7
 n
ew
 M
as
te
r’s
 s
tu
de
nt
s 
st
ar
te
d.
Th
e 
M
in
is
try
 o
f E
du
ca
tio
n’s
 re
po
rt 
Ed
uc
at
io
n 
fo
r 
th
e 
w
el
fa
re
 s
ta
te
 c
on
fir
m
s 
th
at
 th
e 
go
ve
rn
m
en
t 
w
ill
 w
or
k 
to
 e
ns
ur
e 
th
at
 th
er
e 
is
 a
cc
es
s 
to
 
cl
in
ic
al
 n
ut
rit
io
ni
st
s 
in
 th
e 
w
ho
le
 c
ou
nt
ry
.
Fr
om
 2
01
0,
 a
 s
pe
ci
al
 e
ffo
rt 
w
as
 m
ad
e 
to
 s
tre
ng
th
en
 n
ut
rit
io
n 
co
m
pe
te
nc
e 
in
 th
e 
nu
rs
in
g 
an
d 
ca
re
 s
ec
to
r. 
In
 2
01
1,
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
 a
nn
ou
nc
ed
 fu
nd
in
g 
op
po
rtu
ni
tie
s 
fo
r 
m
un
ic
ip
al
iti
es
 to
 s
tre
ng
th
en
 th
ei
r c
om
pe
te
nc
es
 in
 n
ut
rit
io
n 
in
 
th
is
 s
ec
to
r a
s 
pa
rt 
of
 th
e 
Co
m
pe
te
nc
e 
Li
ft 
20
15
 p
ro
je
ct
.
Se
e 
al
so
 6
.1
 a
nd
 6
.5
.
Th
e 
su
rv
ey
 o
n 
fo
od
 a
nd
 m
ea
ls
 in
 n
ur
si
ng
 h
om
es
 (6
.5
) s
ho
w
ed
 
th
at
 th
e 
st
af
f n
ee
d 
in
cr
ea
se
d 
ac
ce
ss
 to
 n
ut
rit
io
n 
ex
pe
rti
se
.
Re
po
rts
 w
er
e 
de
liv
er
ed
 to
 th
e 
M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 in
 2
00
9,
 2
01
0 
an
d 
20
11
 o
n 
th
e 
fu
tu
re
 n
ee
ds
 fo
r 
cl
in
ic
al
 n
ut
rit
io
ni
st
s.
 T
he
 re
po
rts
 d
es
cr
ib
e 
ho
w
 d
iff
er
en
t g
ro
up
s 
of
 p
er
so
nn
el
 m
ay
 b
e 
qu
al
ifi
ed
 to
 e
ng
ag
e 
in
 v
ar
io
us
 fo
rm
s 
of
 
nu
tri
tio
n 
w
or
k 
an
d 
pr
es
en
t d
iff
er
en
t m
od
el
s 
fo
r s
tre
ng
th
en
in
g 
co
m
pe
te
nc
e 
in
 n
ut
rit
io
n.
Fe
ed
ba
ck
 fr
om
 th
e 
M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 is
 n
ee
de
d 
to
 fo
llo
w
 u
p 
th
e 
m
ea
su
re
s 
in
 th
e 
on
go
in
g 
w
or
k 
in
 th
e 
Di
re
ct
or
at
e 
of
 H
ea
lth
.
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
8.
7 
Co
ns
id
er
 fu
tu
re
 n
ee
ds
 fo
r 
nu
tri
tio
n 
sp
ec
ia
lis
ts
 in
 th
e 
he
al
th
 s
er
vi
ce
75
Fo
cu
s 
ar
ea
 a
nd
 g
oa
ls
 
M
in
is
tr
y 
M
ea
su
re
s 
Co
m
m
en
ts
 
 
re
sp
on
si
bl
e
Fi
fte
en
 re
se
ar
ch
 p
ro
je
ct
s 
ar
e 
be
in
g 
ca
rri
ed
 o
ut
 
in
 th
e 
pr
og
ra
m
m
e 
re
la
te
d 
to
 n
ut
rit
io
n.
 S
om
e 
ex
am
pl
es
 a
re
 li
st
ed
 b
el
ow
 (a
 c
om
pl
et
e 
lis
t h
as
 
be
en
 re
qu
es
te
d 
fro
m
 th
e 
Re
se
ar
ch
 C
ou
nc
il)
.
•	
Th
e	
he
al
th
	e
ffe
ct
s	o
f	a
	d
ie
t	r
ich
	in
	p
la
nt
-
ba
se
d 
fo
od
s 
an
d 
fis
h.
 F
oc
us
 o
n 
N
or
di
c 
fo
od
s.
•	
Fr
ui
ts
	a
nd
	V
eg
et
ab
le
s	M
ak
e	
th
e	
M
ar
ks
	II
I:	
Ho
w
 to
 im
pr
ov
e 
ad
ol
es
ce
nt
s’
 e
at
in
g 
ha
bi
ts
?
•	
Fo
od
	a
nd
	e
at
in
g	
am
on
g	
yo
un
g	
No
rw
eg
ia
ns
.	
A 
so
ci
ol
og
ic
al
 a
na
ly
si
s 
of
 te
en
ag
er
s’
 fo
od
 
id
eo
lo
gi
es
 a
nd
 p
ra
ct
ic
es
 in
 a
n 
ev
er
yd
ay
 
co
nt
ex
t.
Th
e 
Re
se
ar
ch
 C
ou
nc
il 
is
 c
oo
rd
in
at
in
g 
th
e 
N
or
w
eg
ia
n 
in
pu
ts
 to
 th
e 
pl
an
ne
d 
EU
 
pr
og
ra
m
m
e 
A 
He
al
th
y 
Di
et
 fo
r a
 H
ea
lth
y 
Li
fe
. 
A 
w
or
ks
ho
p 
ha
s 
be
en
 h
el
d 
w
he
re
 N
or
w
eg
ia
n 
re
se
ar
ch
er
s 
dr
ew
 u
p 
a 
le
tte
r w
ith
 in
pu
ts
 to
 th
e 
pr
og
ra
m
m
e.
Th
e 
Re
se
ar
ch
 C
ou
nc
il 
an
d 
th
e 
M
in
is
try
 o
f 
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
 a
re
 m
em
be
rs
 o
f 
Th
e 
M
in
is
try
 o
f H
ea
lth
 &
 C
ar
e 
Se
rv
ic
es
 a
llo
ca
te
d 
a 
bu
dg
et
 fo
r 
20
07
–2
01
0 
to
 th
e 
re
se
ar
ch
 p
ro
gr
am
m
e 
on
 p
ub
lic
 h
ea
lth
 a
t t
he
 
Re
se
ar
ch
 C
ou
nc
il.
 R
es
ea
rc
h 
on
 h
ea
lth
ie
r d
ie
ts
 w
as
 o
ne
 o
f f
ou
r 
pr
io
rit
ize
d 
re
se
ar
ch
 a
re
as
, a
nd
 1
5 
re
se
ar
ch
 p
ro
je
ct
s 
re
ce
iv
ed
 
fu
nd
in
g.
 T
he
 A
ct
io
n 
Pl
an
 w
as
 a
ls
o 
re
fe
rre
d 
to
 in
 th
e 
ge
ne
ra
l 
al
lo
ca
tio
n 
le
tte
r t
o 
th
e 
Re
se
ar
ch
 C
ou
nc
il.
 A
 re
po
rt 
fo
r t
he
 
pr
og
ra
m
m
e 
pe
rio
d 
is
 a
va
ila
bl
e.
Th
e 
M
in
is
try
 o
f E
du
ca
tio
n 
&
 R
es
ea
rc
h 
in
iti
at
ed
 a
 s
ys
te
m
at
ic
 
re
vi
ew
 o
f t
he
 e
ffe
ct
s 
of
 p
ro
vi
di
ng
 m
ea
ls
 in
 s
ch
oo
ls
 a
nd
 
ki
nd
er
ga
rte
ns
 o
n 
he
al
th
 a
nd
 le
ar
ni
ng
, a
 d
es
cr
ip
tio
n 
of
 e
xi
st
in
g 
m
ea
l a
rra
ng
em
en
ts
 in
 s
ch
oo
ls
 a
nd
 k
in
de
rg
ar
te
ns
 in
 th
e 
di
ffe
re
nt
 
N
or
di
c 
co
un
tri
es
, a
nd
 a
n 
an
al
ys
is
 o
f c
ur
re
nt
 k
no
w
le
dg
e 
ab
ou
t 
th
e 
ef
fe
ct
 o
n 
he
al
th
 a
nd
 le
ar
ni
ng
 b
y 
pr
ov
id
in
g 
fo
od
 in
 th
es
e 
in
st
itu
tio
ns
, a
s 
w
el
l a
s 
id
en
tif
yi
ng
 re
se
ar
ch
 g
ap
s 
w
ith
in
 th
is
 
fie
ld
. 
He
al
th
 &
 C
ar
e 
Se
rv
ic
es
9.
1 
St
re
ng
th
en
 re
se
ar
ch
 o
n 
th
e 
re
la
tio
ns
hi
p 
be
tw
ee
n 
di
et
 
an
d 
he
al
th
9.
 R
es
ea
rc
h,
 m
on
ito
ri
ng
 a
nd
 d
oc
um
en
ta
tio
n 
Go
al
s:
 P
ro
vi
de
 in
cr
ea
se
d 
kn
ow
le
dg
e 
ab
ou
t t
he
 li
nk
s 
be
tw
ee
n 
di
et
 a
nd
 h
ea
lth
 
Pr
ov
id
e 
kn
ow
le
dg
e 
ab
ou
t t
he
 s
ta
tu
s 
of
 a
nd
 tr
en
ds
 in
 d
ie
t a
nd
 m
ea
l h
ab
its
 in
 N
or
w
ay
 
Pr
ov
id
e 
kn
ow
le
dg
e 
ab
ou
t f
ac
to
rs
 th
at
 a
ffe
ct
 th
e 
fo
od
 c
ho
ic
es
 a
nd
 d
ie
ta
ry
 h
ab
its
 o
f t
he
 g
en
er
al
 p
op
ul
at
io
n 
an
d 
va
rio
us
 p
op
ul
at
io
n 
gr
ou
ps
 
Pr
ov
id
e 
kn
ow
le
dg
e 
ab
ou
t t
he
 e
ffe
ct
s 
of
 d
ie
ta
ry
 m
ea
su
re
s 
to
 im
pr
ov
e 
th
e 
na
tio
na
l d
ie
t a
nd
 re
du
ce
 s
oc
ia
l i
ne
qu
al
iti
es
 in
 d
ie
t
 
Pr
ov
id
e 
kn
ow
le
dg
e 
ab
ou
t t
he
 c
ul
tu
ra
l a
nd
 s
oc
ia
l s
ig
ni
fic
an
ce
 o
f m
ea
ls
 fo
r h
ea
lth
 
Pr
ov
id
e 
th
e 
ba
si
s 
fo
r N
or
w
eg
ia
n 
fo
od
 p
ro
du
ct
io
n 
th
at
 re
sp
ec
ts
 h
ea
lth
 c
on
ce
rn
s
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re
sp
on
si
bl
e
th
e 
M
an
ag
em
en
t B
oa
rd
. T
he
 D
ire
ct
or
at
e 
of
 
He
al
th
 h
as
 o
ne
 re
pr
es
en
ta
tiv
e 
on
 th
e 
St
ra
te
gy
 
Ad
vi
so
ry
 B
oa
rd
.
Se
ve
n 
pr
oj
ec
ts
 re
ce
iv
ed
 fu
nd
in
g 
on
 fo
od
 a
nd
 
he
al
th
 fr
om
 th
e 
Fo
od
 P
ro
gr
am
m
e 
du
rin
g 
th
e 
pe
rio
d 
of
 th
e 
Ac
tio
n 
Pl
an
.
Tw
o 
pr
oj
ec
ts
 h
av
e 
be
en
 in
iti
at
ed
 b
y 
th
e 
Pr
og
ra
m
m
e:
 (i
) H
ea
lth
M
ea
l: 
Po
ss
ib
ili
tie
s 
an
d 
Ba
rri
er
s 
fo
r I
nc
re
as
ed
 C
on
su
m
pt
io
n 
of
 F
is
h 
an
d 
Ve
ge
ta
bl
es
 in
 M
ea
ls
 E
at
en
 a
t H
om
e 
an
d 
Ou
ts
id
e 
Ho
m
e,
 b
y 
th
e 
St
at
en
s 
In
st
itu
tt 
fo
r F
or
br
uk
sf
or
sk
ni
ng
 [N
at
io
na
l I
ns
tit
ut
e 
fo
r 
Co
ns
um
er
 R
es
ea
rc
h]
, a
nd
 (i
i) 
He
al
th
y 
M
ea
ls
 a
nd
 
Pr
ev
en
tio
n 
of
 L
ife
st
yl
e 
Di
se
as
es
, b
y 
N
ofi
m
a.
A 
Re
se
ar
ch
 C
ou
nc
il 
re
po
rt 
in
 2
01
0 
dr
ew
 
at
te
nt
io
n 
to
 th
e 
st
at
us
 o
f a
nd
 n
ee
ds
 w
ith
in
 
N
or
w
eg
ia
n 
re
se
ar
ch
 o
n 
fo
od
 a
nd
 h
ea
lth
. 
Th
e 
re
po
rt 
w
as
 w
rit
te
n 
by
 N
IF
U-
ST
EP
 a
nd
 is
 
av
ai
la
bl
e 
(in
 N
or
w
eg
ia
n)
.
N
ofi
m
a 
is
 w
or
ki
ng
 o
n 
ne
w
 re
se
ar
ch
 o
n 
he
al
th
y 
in
gr
ed
ie
nt
s 
an
d 
m
ea
ls
. T
he
 N
or
w
eg
ia
n 
fo
od
 
in
du
st
ry
 is
 in
vo
lv
ed
 in
 th
e 
re
se
ar
ch
 p
la
tfo
rm
 
Fo
od
 fo
r L
ife
.
Th
e 
N
or
di
c 
Ce
nt
re
 o
f E
xc
el
le
nc
e 
pr
og
ra
m
m
e 
(2
00
7–
20
11
) o
n 
fo
od
 p
ro
du
ct
s,
 n
ut
rit
io
n 
an
d 
he
al
th
 is
 c
o-
fin
an
ce
d 
by
 N
or
dF
or
sk
 
an
d 
th
e 
N
or
di
c 
re
se
ar
ch
 fu
nd
in
g 
ag
en
ci
es
.
Th
e 
M
in
is
try
 o
f A
gr
ic
ul
tu
re
 &
 F
oo
d 
al
lo
ca
te
d 
fu
nd
s 
to
 th
e 
Re
se
ar
ch
 C
ou
nc
il’s
 F
oo
d 
Pr
og
ra
m
m
e 
in
 2
00
7–
20
10
.
Th
e 
M
in
is
try
 o
f F
is
he
rie
s 
&
 C
oa
st
al
 A
ffa
irs
 a
llo
ca
te
d 
fu
nd
s 
to
 
th
e 
Re
se
ar
ch
 C
ou
nc
il’s
 F
oo
d 
Pr
og
ra
m
m
e 
in
 2
00
7–
20
10
. T
he
 
M
in
is
try
 h
as
 ra
is
ed
 it
s 
co
nc
er
n 
w
ith
 th
e 
Co
un
ci
l f
or
 th
e 
ne
ed
 
fo
r m
or
e 
re
se
ar
ch
 o
n 
se
af
oo
d 
an
d 
he
al
th
. T
he
 M
in
is
try
 a
ls
o 
su
pp
or
ts
 fo
od
 re
se
ar
ch
 th
ro
ug
h 
al
lo
ca
tio
ns
 to
 N
ofi
m
a 
an
d 
th
e 
N
at
io
na
l I
ns
tit
ut
e 
of
 N
ut
rit
io
n 
an
d 
Se
af
oo
d 
Re
se
ar
ch
.
Ag
ric
ul
tu
re
 
&	
Fo
od
;	
Fi
sh
er
ie
s 
&
 
Co
as
ta
l	A
ffa
irs
;	
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Tr
ad
e	
&
 In
du
st
ry
9.
2 
Pr
om
ot
e 
re
se
ar
ch
 to
 
st
im
ul
at
e 
de
ve
lo
pm
en
t o
f 
be
tte
r a
nd
 h
ea
lth
ie
r p
ro
du
ct
s
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re
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e
9.
3 
Co
nt
in
ue
 a
nd
 fu
rth
er
 
de
ve
lo
p 
m
on
ito
rin
g 
of
 th
e 
po
pu
la
tio
n’s
 d
ie
t
9.
4 
En
su
re
 e
xp
er
t s
tu
di
es
 
an
d 
up
da
te
d 
of
fic
ia
l 
re
co
m
m
en
da
tio
ns
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Ag
ric
ul
tu
re
 &
 
Fo
od
;	F
ish
er
ie
s	
&
 C
oa
st
al
 
Af
fa
irs
Th
e 
fo
llo
w
in
g 
da
ta
 h
av
e 
be
en
 c
ol
le
ct
ed
:
•	
in
fa
nt
	fo
od
	(s
pe
dk
os
t)	
(n
=3
00
0	
pa
re
nt
s	i
nv
ite
d)
:	d
at
a	
on
	
in
fa
nt
s	a
ge
d	
6	
an
d	
12
	m
on
th
s	c
ol
le
ct
ed
	in
	2
00
6–
20
07
;
•	
sm
al
l	c
hi
ld
re
n’s
	fo
od
	(s
m
åb
ar
ns
ko
st
):	
da
ta
	o
n	
ch
ild
re
n	
co
lle
ct
ed
	in
	2
00
9;
•	
na
tio
nw
id
e	
su
rv
ey
	(n
or
ko
st
)	o
f	a
pp
ro
xim
at
el
y	5
00
0	
pe
op
le
	
ag
ed
 1
8–
70
 y
ea
rs
: p
ilo
t c
ol
le
ct
io
n 
in
 2
00
9,
 m
ai
n 
da
ta
 
co
lle
ct
io
n	
in
	2
01
0;
	re
po
rt	
pu
bl
ish
ed
	in
	2
01
2.
Da
ta
 a
re
 a
ls
o 
av
ai
la
bl
e 
fro
m
 o
th
er
 n
at
io
na
l s
ur
ve
ys
 s
uc
h 
as
 
St
at
is
tic
s 
N
or
w
ay
’s 
He
al
th
 In
te
rv
ie
w
 S
ur
ve
y. 
In
 2
00
8,
 6
50
0 
pe
op
le
 to
ok
 p
ar
t. 
Th
e 
m
os
t r
ec
en
t s
ur
ve
y 
w
as
 in
 2
01
2.
M
et
ho
ds
 fo
r a
 p
an
-N
or
di
c 
m
on
ito
rin
g 
of
 tr
en
ds
 in
 d
ie
t, 
ph
ys
ic
al
 
ac
tiv
ity
 a
nd
 o
ve
rw
ei
gh
t h
av
e 
be
en
 d
ev
el
op
ed
 a
nd
 v
al
id
at
ed
. 
Ba
se
lin
e 
da
ta
 w
er
e 
co
lle
ct
ed
 in
 2
01
1.
 T
he
 o
ve
ra
ll 
fo
cu
s 
fo
r t
he
 
pr
oj
ec
t i
s 
he
al
th
 p
ro
m
ot
io
n 
an
d 
pr
ev
en
tio
n,
 w
he
re
 d
ie
t a
nd
 
ph
ys
ic
al
 a
ct
iv
ity
 is
 o
ne
 o
f fi
ve
 a
re
as
 (7
4)
. 
In
 e
ar
ly
 2
01
1,
 th
e 
N
at
io
na
l C
ou
nc
il 
on
 N
ut
rit
io
n 
pr
es
en
te
d 
its
 
re
co
m
m
en
da
tio
ns
 fo
r r
ev
is
ed
 n
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 D
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pr
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 d
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 c
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t d
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 p
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 d
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r m
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r F
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re
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m
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at
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 d
ra
ft 
co
m
pr
eh
en
si
ve
 
im
pl
em
en
ta
tio
n 
pl
an
.
N
or
w
ay
 h
as
 b
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 o
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at
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 c
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e.
 Tw
en
ty
 E
ur
op
ea
n 
co
un
tri
es
 a
re
 
in
vo
lv
ed
.
 Th
e 
Di
re
ct
or
at
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 d
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r r
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 c
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l C
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 D
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r k
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 c
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 c
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 o
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r d
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 b
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l o
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r F
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, F
oo
d 
an
d 
Fo
re
st
ry
 a
nd
 th
e 
N
or
di
c 
W
or
ki
ng
 G
ro
up
 fo
r D
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 c
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at
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 c
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 C
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 F
oo
d 
pa
rti
ci
pa
te
d 
in
 th
e 
su
rv
ey
 o
f 
fo
od
 a
nd
 c
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 p
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 o
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at
io
na
l P
ub
lic
 H
ea
lth
 
In
st
itu
te
 (S
ta
te
ns
 F
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 o
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rra
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 p
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l m
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 b
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 m
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n 
fo
od
 s
ec
ur
ity
, e
nv
iro
nm
en
t, 
he
al
th
 a
nd
 
nu
tri
tio
n.
 N
ut
rit
io
n 
in
 d
ev
el
op
m
en
t a
id
 w
ill
 b
e 
an
ch
or
ed
 in
 w
hi
te
 
pa
pe
rs
 a
nd
 fo
cu
s 
ar
ea
s.
He
al
th
 &
 C
ar
e 
Se
rv
ice
s;	
Fo
re
ig
n 
Af
fa
irs
10
.4
 E
ns
ur
e 
th
at
 n
ut
rit
io
n 
m
ea
su
re
s 
an
d 
as
se
ss
m
en
t o
f 
nu
tri
tio
na
l c
on
se
qu
en
ce
s 
ar
e 
in
cl
ud
ed
 a
s 
an
 e
le
m
en
t i
n 
ai
d 
an
d 
de
ve
lo
pm
en
t c
oo
pe
ra
tio
n
81
Fo
cu
s 
ar
ea
 a
nd
 g
oa
ls
 
M
in
is
tr
y 
M
ea
su
re
s 
Co
m
m
en
ts
 
 
re
sp
on
si
bl
e
Th
e 
M
in
is
try
 o
f F
or
ei
gn
 A
ffa
irs
 a
nd
 th
e 
N
or
w
eg
ia
n 
Ag
en
cy
 fo
r 
De
ve
lo
pm
en
t C
oo
pe
ra
tio
n 
w
er
e 
ac
tiv
e 
in
 th
e 
de
ve
lo
pm
en
t o
f t
he
 
Un
ite
d 
N
at
io
ns
 S
ec
re
ta
ry
-G
en
er
al
’s 
Gl
ob
al
 S
tra
te
gy
 o
n 
M
at
er
na
l 
an
d 
Ch
ild
 H
ea
lth
 (i
nc
lu
di
ng
 n
ut
rit
io
n-
re
la
te
d 
is
su
es
).
Th
e 
M
in
is
try
 o
f F
or
ei
gn
 A
ffa
irs
 a
nd
 th
e 
N
or
w
eg
ia
n 
Ag
en
cy
 
fo
r D
ev
el
op
m
en
t C
oo
pe
ra
tio
n 
co
nt
rib
ut
ed
 to
 th
e 
W
or
ld
 F
oo
d 
Pr
og
ra
m
m
e’s
 n
ew
 H
IV
/A
ID
S 
po
lic
y, 
w
hi
ch
 in
cl
ud
es
 s
up
po
rt 
fo
r 
th
e 
pr
ov
is
io
n 
of
 n
ut
rit
io
na
l p
ro
du
ct
s 
to
 H
IV
-in
fe
ct
ed
 p
er
so
ns
.
N
or
w
ay
 is
 in
vo
lv
ed
 in
 th
e 
in
te
rn
at
io
na
l i
ni
tia
tiv
e 
on
 in
cr
ea
si
ng
 
th
e 
fo
cu
s 
on
 n
ut
rit
io
n 
in
 d
ev
el
op
in
g 
co
un
tri
es
 –
 S
ca
lin
g 
Up
 
N
ut
rit
io
n 
(S
UN
) –
 w
hi
ch
 w
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